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The Intrahepatic Distribution of the 
Hepatic Artery in Man 


JOHN E. HEALEY JR., M.D., M.I.C.S. 
PAUL C. SCHROY, Ph.D. 


AND 


ROBERT J. SORENSEN, BS. 
PHILADELPHIA 


branchings of the hepatic artery 

“ ‘have been studied by numerous in- 
vestigators: very few authors, however, 
have examined their ultimate distribution 
within the liver substance. From a surgi- 
cal point of view there was little need for 
knowledge of the intrahepatic distribution 
of the hepatic artery, since surgery in the 
past was largely confined to the outer 
aspects of this organ. A lack of knowledge 
of the intrahepatic circulation soon be- 


"Tors extrahepatic origin, course and 


From the Daniel Baugh Institute of Anatomy of the 
Jefferson Medical College of Philadelphia. 

Read at the Sixty-sixth Annual Session of the American 
Association of Anatomists, Columbus Ohio, March, 1953. 

Submitted for publication April 16, 1953. 


came apparent, however, with the advoca- 
tion of such operative procedures as he- 
patic ligation of the artery in the treat- 
ment of portal cirrhosis and partial hepa- 
tectomy for metastatic carcinoma. 

Early contributors to the study of the 
intrahepatic course of the hepatic artery 
were Rex,' Segall? and Melnikoff.2 The 
work of Rex was mainly on mammals 
other than man, while Segall and Melni- 
koff made their observations upon human 
livers. In none of the previous studies 
was any attempt made to organize the 
branchings of the hepatic artery into their 
prevailing patterns. More recently, 
Hjortsjé* and Elias and Petty® studied 
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Fig. 1.—Vinyl acetate cast of the liver, as shown from the parietal surface, illustrating (A) the lobar 
fissure and (B) the left segmental fissure. 


the hepatic arteries in human livers; the 
former author investigated only 10 speci- 
mens, the latter authors only 5. Conclu- 
sions drawn from such limited series 
must, of course, be accepted with reserva- 
tion as to the conditions existent in a 
larger series. 

After having studied the intraheptic 
course of the bile ducts in 100 human 
livers by means of the injection-corro- 
sion technic and having verified Hjortsjé’s 
concept of a segmental pattern of their 


branching, it became apparent to us that 
a pattern could also be established for the 
branching of the hepatic artery. In ac- 
cordance with our observations of the 
branchings of the bile ducts,® we divided 
the liver into a right and a left lobe by 
means of a fissure seen in our casts—the 
lobar fissure (Fig. 1). This fissure could 
not be seen in the normal human liver but, 
on the visceral surface, corresponded to 
a line extending from the gallbladder 
fossa inferiorly to the fossa of the inferior 
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vena cava superiorly. Such a division was 
first described.by Cantlie? in 1898. In the 
casts, the right lobe was further divided 
by a right segmental fissure into an an- 
terior and a posterior segment (Fig. 2). 
The left lobe was also divided by a fissure, 
the left segmental fissure (Fig. 1), which 
corresponded on the parietal surface to 
the attachment of the falciform ligament 
and on the visceral surface to a line run- 
ning through the umbilical fossa below 
and through the fossa of the ligamentum 
venosum above. This fissure divided the 


left lobe into a lateral segment (that cor- 
responds to the left lobe in the textbook 
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descriptions of the liver) and into a medi- 
al segment. The latter corresponds in part 
to the quadrate lobe. Each of these seg- 
ments in turn was divided into a superior 
and an inferior area (Fig. 3). 

We have noted that the blood supply to 
these various parts of the liver follows a 
normal prevailing pattern comparable to 
that of the biliary passageways. Items 
specifically investigated with regard to 
the hepatic arteries were their segmental 
arrangement, intrahepatic distribution, 
and anatomic relation to the biliary ducts. 

Materials and Method.—All of the liver 
specimens were obtained from adults at 


Fig. 2.—Photograph of a liver cast showing the right segmental fissure (indicated by arrow) as seen 
when the right lobe is viewed from the right side. It divides the right lobe into an anterior segment, 
which is to the upper right in the illustration, and a posterior segment, which is to the lower left. 


135 


ay 

4 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


autopsy. The biliary and arterial systems 
were injected with a solution of vinyl 
acetate in acetone. Mercury sulfide was 
added to the solution injected into the 
arteries. This material proved very suit- 
able, since it gave a red color to the solu- 
tion and was radiopaque. Roentgenograms 
were taken after the injections. The plas- 
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tic having been allowed to harden, the 
liver was placed in a concentrated hydro- 
chloric acid solution for twenty-four to 
thirty-six hours in order to corrode the 
hepatic parenchyma. The resultant casts 
were thereupon ready for study. 

In this study we first made an attempt 
to follow the arteries only in those speci- 


Medial Segment 


Medial sup area 


Medial inf.area 


‘Lateral Segment 
Lateral inf. area 


Lateral sup. area 


-Posterior Segment 


Left lobe 


Posterior inf.area 


Posterior sup.area 


‘Anterior Segment 


Anterior inf. area 


Anterior sup. area 


-Caudate lobe 
Right portion 
Left portion. 


Caudate process 


Fig. 3.—Divisions of the liver as based upon the biliary drainage of this organ. The visceral surface 
is shown in the upper drawing and the parietal surface in the lower. 
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Fig. 4.—Composite drawing illustrating the prevailing pattern of branching of the hepatic artery. /, 
common hepatic artery; 2, right hepatic artery; 3, posterior segment artery; 4, posterior-superio) 
area artery; 5, posterior-inferior area artery; 6, anterior segment artery; 7, anterior-superior area 
artery; 8, anterior-inferior area artery; 9, left hepatic artery; 10, medial segment artery; 11, medi- 
al-superior area arteries; 12, medial-inferior area arteries; 13, lateral segment artery; 74, lateral- 
superior area artery; 15, lateral-inferior area artery; 16, caudate lobe arteries. 


mens in which a single artery entered the 
hilus of the liver, for we wished to obtain 
a prevailing pattern of branching of the 
so-called normal or typical hepatic artery 
in contrast to the pattern observable in 
specimens having aberrant hepatic ar- 
teries. We were not concerned with the 
site of origin of the common hepatic ar- 
tery, for this has already been extensively 
studied by other investigators. The second 
part of our study dealt with the intra- 
hepatic arterial distribution in specimens 
in which more than one main hepatic 
artery was found supplying the liver. 
The various systems, biliary and vascu- 
lar, were examined in 150 adult livers. 
The hepatic arteries were injected in 70 
specimens, 40 of which had a single he- 


patic artery entering the liver. The in- 
cidence of a single hepatic artery in this 
series of 70 casts is 57 per cent. This 
percentage corresponds favorably with 
that obtained by Michels,* who reported 
an incidence of 58.5 per cent in 200 bodies, 
using only extrahepatic dissection. In 30 
specimens (43 per cent) more than one 
artery was observed supplying the liver. 
Observations. —Common Hepatic Ar- 
tery (a. hepatica propria) : In all 40 speci- 
mens in which a single artery was present, 
the common hepatic artery was located in 
the hepatoduodenal ligament medial to the 
common hepatic duct and anterior to the 
portal vein. In its ascent it bifurcated 
into a right and a left branch, the bifurca- 
tion occurring at variable points any- 
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where between the origin of the vessel 
and the porta hepatis, as shown by Segall.? 
When it divided near the porta, its di- 
vision point was not in line with the lobar 
fissure (as was the case with the bifurca- 
tion of the common hepatic duct) but was 
situated to the left of this fissure. Be- 
cause of this fact, the right hepatic artery 
was the longer of the two terminal 
branches (Fig. 4). 

Blood Supply to the Right Lobe: 1. 
Right Hepatic Artery. After its origin 
from the common hepatic artery in the 
porta to the left of the common hepatic 
duct, the right hepatic artery coursed to 
the right behind the hepatic duct in 87 
per cent of the specimens. In 11 per cent 
it passed in front of the duct. In its course 
to the right it came to lie below the right 
hepatic duct and usually did not exhibit 
a close relation to the latter. The right 
hepatic terminated by dividing into an 
anterior and a posterior segment artery 
(Fig. 4). This division may occur at vari- 
able sites; (a) in the hepatic parenchyma, 
(b) extrahepatically in the porta to the 
right of the common hepatic duct or rarely 
(c) extrahepatically to the left of the 
common hepatic duct. 


2. Posterior Segment Artery. This ar- 
tery was variable in its relation to the 
anterior segment artery in its origin from 
the common hepatic artery. In 52 per cent, 
of the specimens, however, it was superior 
to the anterior segment artery. Within 
the liver parenchyma, the posterior seg- 
ment artery joined the duct of the same 
name and ran along its lower border and, 
like the duct, divided into a superior and 
an inferior area branch (Fig. 4). 

Variations from this normal pattern of 
origin of the area arteries were observed 
in many instances. In 12 per cent of the 
specimens the superior area artery of the 
posterior segment arose from the anterior 
segment artery and in 2 per cent directly 
from the right hepatic artery. Predomi- 
nantly (86 per cent) the superior area 
artery arose from the posterior segment 
artery as previously described. The pos- 
terior-inferior area artery usually (77 per 
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cent) arose from the posterior segment 
artery (77 per cent) but in 20 per cent it 
arose from the anterior segment artery 
and in 3 per cent from the right hepatic 
artery. 


3. Anterior Segment Artery. This ar- 
tery was usually inferior in position at its 
site of origin from the right hepatic and 
in many cases followed a rather marked 
serpentine course. It is this artery that 
makes the well known caterpillar-like loop 
directed downward toward the gallbladder 
fossa, thereby placing this segment artery 
in an extremely vulnerable position during 
cholecystectomies. In the liver substance 
it joined the anterior segment bile duct, 
ran along its lower border and after a 
short course divided into a superior and 
an inferior area artery which accompanied 
similar branches of the duct (Fig. 4). 

In most instances the anterior-superior 
area artery took origin from the anterior 
segment artery (87 per cent). It may, 
however, arise from the posterior segment 
artery (10 per cent) or, as in 1 case in 
this series, from the left hepatic artery. 
The anterior-inferior area artery arose 
from the anterior segment artery in 86 per 
cent and from the posterior segment artery 
in 14 per cent of the specimens. 

It was noted in our observations of the 
hepatic ducts that in many cases (27 per 
cent) there was no union of the anterior 
and posterior segment bile ducts; conse- 
quently, no true right hepatic duct was 
present. From an extrahepatic dissection, 
one of these ducts would ordinarily be 
called an “accessory” right hepatic duct 
when actually it was an aberrant segment 
duct. We have observed 1 case in which 
a similar situation existed with regard to 
the arteries. Since in this specimen the 
anterior and posterior segment arteries 
arose separately from the common hepatic 
artery, no true right hepatic artery was 
present. Comparable arrangements have 
been reported in the literature, such as 
cases of double right hepatic arteries. 
There was an interesting relation in this 
case between these arteries and the com- 
mon hepatic duct; the anterior segment 
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SINGLE CYSTIC 


18 cases (36%) 


27 cases (55%) 


DOUBLE CYSTICS 


2 cases 


Fig. 5.—Illustration showing the various sites of origin of the cystic arteries in the liver casts. Note 
the frequency of the origin of the single cystic and the deep branch of the double cystic from the an- 
terior segment artery. RH, right hepatic artery; AS, anterior segment artery; PS, posterior seg- 
ment artery; C, cystic artery; SC, superficial cystic artery; DC, deep cystic artery. 


artery passed in front of the duct, the ficial in position in the gallbladder bed. In 
posterior segment artery behind. 25 specimens having such a duct the he- 

4. Subvesical Artery. We also pointed patic artery was injected as well, and in 
out, in our description of the hepatic bile only 5 of these was this duct accompanied 
ducts, that 35 per cent of our specimens by a branch of the right hepatic artery. 
showed a subvesical duct which was super- The accompanying artery, like the duct, 
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may be termed the subvesical artery. In 
4 cases it arose from the anterior segment 
artery and in 1 case directly from the 


~ 


right hepatic. 


5. Cystic Artery: It should be empha- 
sized that in this study the diverse modes 
and sites of origin of the cystic artery 
(single or double) were not investigated. 
Data presented are restricted to those ob- 
served in the cast specimens in which the 
cystic arteries were injected. Of the 55 
specimens in which this artery was in- 
jected, 49 had a single cystic artery. Most 
frequently it arose from the right hepatic 
(27 cases) and from the anterior segment 
artery (18 cases). Of the 6 cases in which 
a double cystic artery was observed, the 


various sites of origin of the superficial 


and deep branches are shown in Figure 5. 

It has always been emphasized that the 
cystic artery is usually a branch of the 
right hepatic, but, as is evident from the 
illustration, the anterior segment artery is 
frequently the site of origin of the single 
cystic or the deep branch of the double 
cystic artery. This is quite evident when 
one takes into consideration the relation 
of the anterior segment artery to the gall- 
bladder fossa. 


Blood Supply to the Left Lobe.—1. Left 
Hepatic Artery: The left lobe may be di- 
vided into a medial and a lateral segment 
(the latter corresponding to the left lobe 
as described in the texts on gross anato- 
my). Since the common hepatic artery 
bifurcates into its two terminal branches 
to the left of the lobar fissure (i. e., in 
the region of the left lobe), the trunk of 
the left hepatic artery is considerably 
shorter than that of the right hepatic, this 
being due to the fact that it must al- 
most immediately give of its segmental 
branches to the left lobe (Fig. 4). 

As has been noted, the right hepatic 
artery usually did not have a close associ- 
ation with the right hepatic duct; so too, 
the left hepatic artery was usually situ- 
ated well below the left hepatic duct. In 
only 1 instance did the common hepatic 
artery bifurcate sufficiently high in the 
porta to allow its left branch to be related 
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to the upper border of the left hepatic 
duct. After its origin from the common 
hepatic, the left hepatic artery coursed 
obliquely upward and to the left for a 
short distance before it divided into its 
terminal branches (Fig. 4). 

In 40 per cent of the specimens the 
branchings of the left hepatic artery fol- 
lowed the prevailing pattern of the branch- 
ings of the left hepatic duct, i. e., the 
artery terminated by dividing into a medi- 
al and a lateral segment artery. The bile 
ducts followed such a divisional pattern 
in 67 per cent of the cases. In 35 per cent 
of the casts examined, the left hepatic 
artery, instead of dividing into two seg- 
ment arteries, divided early into the su- 
perior and inferior area arteries of the 
lateral segment. This type of division al- 
ways occurred well to the right of the left 
segmental fissure in the porta hepatis. The 
medial segment artery in these cases arose 
from either the lateral -superior or the 
lateral-inferior area artery. A_ similar 
pattern was seen in the branchings of 
the left hepatic bile duct in 31 per cent 
of the casts. Finally, in 25 per cent of 
the specimens, the medial and lateral seg- 
ment arteries arose separately from the 
common hepatic artery, and in these, 
therefore, no true left hepatic artery 
existed (Fig. 6). Only 2 cases were ob- 
served in previous studies in which there 
was no union of the medial and lateral 
segment bile ducts: From this observation 
it is interesting to note that, whereas 
on the right side separate segment ducts 
entered the common hepatic duct rather 
frequently (27 per cent), on the left side 
separate segment arteries arose from the 
common hepatic artery with comparable 
frequency (25 per cent). 


2. Medial Segment Artery: Some au- 
thors have described this artery, which 
we call the medial segment artery, as a 
terminal branch of the common hepatic 
and designated it as the ramus media® or 
as the middle hepatic artery.’ Although 
both of these authors regarded this ar- 
tery as a terminal branch of the common 
hepatic, they described it as arising not 
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A. 


A0% 


35% 


25% 


Fig. 6.—Variations in the branching of the left hepatic artery; A, into a medial and lateral segment 
artery; B, into a lateral-superior and a lateral-inferior area artery; C, absence of left hepatic with a 


directly from the latter, but from either 
the right or left hepatic artery. Others!® 
have termed this branch, the quadrate 
lobe artery. 

The medial segment artery usually (40 
per cent) arose as a terminal branch of the 
left hepatic artery and coursed caudally 
into the substance of the medial segment. 
Unlike other segment arteries which gave 
off two area arteries, the medial segment 
artery gave rise to four area branches, i. e., 
two superior and two inferior (Fig. 4). 
At times this segment artery arose from 
the inferior or superior branch of the 
lateral] segment artery, its origin from the 
lateral-inferior area artery being more 
frequent. Such a pattern was seen only in 
those cases in which the left hepatic ar- 
tery terminated to the right of the left 
segmental fissure by dividing into a lat- 
eral-superior and a lateral-inferior area 
artery. The medial segment artery on no 
occasion arose from these area arteries 
to the left of the left segmental fissure. 
A third frequent source of origin of the 
medial segment artery was directly from 
the common hepatic (Fig. 6). 

Just as one can distinguish four types 
of biliary drainage in the medial segment, 
so one can distinguish four types of ar- 
terial supply. These comprise: (a) Type 
I, in which the two inferior and the two 
superior area arteries arose from a single 
medial segment arterial trunk (70 per 
cent) ; (b) Type II, in which three of the 
four area arteries arose from a single 
trunk and one from a separate site (20 
per cent) ; (c) Type III, in which the two 


separate origin of the segment arteries from the common hepatic artery. 


superior and the two inferior arteries 
came off as separate trunks (5 per cent), 
and (d) Type IV, in which two of the 
area arteries arose separately and two 
from a common stem (5 per cent). 

In addition to the branches just de- 
scribed, the medial segment artery may 
give off parénchymatous branches to the 
caudate lobe and subcapsular branches to 
the tissue in the region of the umbilical 
fossa. 

3. Lateral Segment Artery: The lateral 
segment artery (one of the terminal 
branches of the left hepatic) ascended in 
the porta to gain a variable relation with 
the lateral segment bile duct, and ran 
along either its superior or its inferior 
border (Fig. 4). Extending to the left 
side of the porta, it usually (56 per cent) 
divided into its superior and inferior area 
branches in line with the left segmental 
fissure. The division rarely took place to 
the left of the fissure, i. e., within the 
lateral segment (3 cases). In 35 per cent, 
however, the lateral-superior and the lat- 
eral-inferior area arteries arose as termi- 
nal branches of the left hepatic to the 
right of the left segmental fissure. In 
the latter cases the medial segment artery 
may have arisen from one of the branches 
of the lateral segment artery rather than 
from the main left hepatic trunk. 

The lateral-superior area artery ex- 
tended obliquely upward toward the up- 
per-outer angle of the lateral segment and 
at times extended beyond the liver paren- 
chyma into the region of the appendix 
fibrosa, the latter lying between the leaf- 
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lets of the left triangular iigameni. Dur- 
ing its course through the lateral segment 
the artery was closely associated with the 
bile duct of the superior area of the lat- 
eral segment, either along its upper or 
its lower border (Fig. 4). 

The lateral-inferior area artery de- 
scended into the lateral segment, curving 
toward the left, then turned upward, 
forming an arc. This course corresponds 
with that made by the bile duct of this 
area, ‘the artery accompanying the duct 
along its inferior border (Fig. 4). Many of 
these casts showed subcapsular branches 
from the lateral segment artery or its 
area branches supplying the region of the 
umbilical fossa and the fossa for the liga- 
mentum venosum. 
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Blood Supply to che Caudate Lobe: 
From an examination of the biliary drain- 
age and the arterial supply of the caudate 
lobe of the liver, it is our opinion that it 
cannot be considered as belonging entirely 
to either the right or to the left lobe. The 
caudate lobe may be divided into a caudate 
lobe proper and a caudate process, the 
latter connecting the lobe to the right lobe 
of the liver. The caudate lobe proper, in 
accord with its biliary drainage, may be 
further divided into a right and a left 
portion (Fig. 3). In most cases each of 
these three parts (the caudate process and 
the right and left portions of the caudate 
lobe proper) is drained by a separate duct. 
A similar arterial pattern, i. e., three 
separate arteries to the lobe, was encoun- 


A 


20 cases 


B 


al 


6 cases 


3 cases 


Fig. 7.—Diagrammatic representation of the various parts of the liver supplied by atypical hepatic 
arteries (see text). 
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Fig. 8.—Extrahepatic cadaver dissection of a 64-year-old man. Five main arterial trunks supplied the 


tered in only 30 per cent of the casts. In 
45 per cent only two arteries supplied the 
entire caudate lobe; i. e., the branch to 
the caudate process and the right portion 
of the caudate lobe proper arose as a com- 
mon trunk, while the branch to the left 
portion was separate (Fig. 4). In 23 per 
cent a single trunk supplied the caudate 
lobe, and in 1 case four arteries were dis- 
tributed to this lobe. 

The origins of these caudate arteries 
were extremely variable. In one-half the 
specimens they arose from both the right 
and the left hepatic arteries or their 
branches (Fig. 4). The bile ducts drain- 
ing this lobe drained into both right and 
left hepatic duct systems in 78 per cent. 


liver, each supplying a very definite part of the organ. 


The caudate lobe was supplied entirely by 
the right hepatic artery in 35 per cent 
and entirely by the left hepatic in 12 per 
cent. 

Atypical Hepatic Arteries: With the 
prevailing pattern of the branchings of 
the typical hepatic artery in mind, one 
can more readily understand the atypical 
or so-called aberrant hepatic arteries. As 
defined by Michels,* an aberrant hepatic 
artery is one arising from a source other 
than a typical celiac hepatic. Of these 


there are two types; a replaced hepatic, 
which is a substitute for the normal he- 
patic that is lacking, and an accessory 
hepatic which is additive to the one that 
This classification 


is normally present. 
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Fig, 9.—Collateral circulation to the liver after 
ligation of the hepatic artery (A) proximal to 
the gastroduodenal, (B) distal to the gastroduo- 
denal and (C) beyond the origin of the subcapsu- 
lar branches. The broken lines indicate the intra- 
hepatic portions of the hepatic arteries. 


was based upon observations by extra- 
hepatic dissection. The term ‘accessory 
hepatic” gives one the impression that 
this artery is not only additive, but that 
it is supplying a part of the liver that 
is already supplied by a normal hepatic 
artery, and that therefore it is not es- 
sential. From the present intrahepatic 
studies it is quite obvious that this conno- 
tation of the term “accessory hepatic” 
artery is not accurate. 

Decidedly important from a_ surgical 
point of view is the fact that, of the 70 
specimens examined, 30 (43 per cent) had 
more than one main artery supplying the 
liver. The source of the aberrant arteries 
was not ascertained in this study, since 
our investigations were based upon ex- 
cised specimens. In 27 of the 30 cases 
two separate arteries entered the porta, 
the pattern of the intrahepatic distribu- 
tion being as follows: A. one artery sup- 
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plied the entire right lobe (anterior and 
posterior segments) ; the other was dis- 
tributed to the entire left lobe (medial and 
lateral segments) as shown in figure 7A 
(20 cases). One of these arteries as con- 
sidered in an extrahepatic dissection could 
be classified as a replaced hepatic. B. One 
artery supplied the entire right lobe and 
the medial segment of the left lobe, where- 
as the other artery was distributed to the 
lateral segment (Fig. 7B). c. The larger 
of the two arteries supplied the right lobe 
and the major portion of the left lobe (in- 
cluding the medial segment and the su- 
perior area of the lateral segment). The 
smaller artery was distributed to the in- 
ferior area of the lateral segment (Fig. 
7C). The latter artery could be considered, 
from an extrahepatic point of view, an ac- 
cessory hepatic artery. 

In 3 specimens the liver was supplied 
by three separate arteries. The largest of 
these entered the right lobe; of the re- 
maining 2, 1 entered the medial segment 
of the left lobe and the other, the lateral 
segment (Fig. 7D). 

From the data presented, one can see 
that replaced hepatic arteries are aberrant 
lobar arteries and that the so-called acces- 
sory arteries are either aberrant segment 
or area arteries. This conclusion is strik- 
ingly illustrated in the conditions observed 
by the senior author in a 64 year old male 
cadaver (Fig. 8). The common hepatic 
artery arose via a celiaco mesenteric trunk 
from the abdominal aorta, and gave rise 
to three arteries ascending to the liver. 
One of these arteries, as dissected extra- 
hepatically, was classified as the left he- 
patic artery but actually supplied only 
the inferior area of the lateral segment 
as ascertained in the cast made of this 
liver. The second artery was distributed 
solely to the medial segment, and the third 
(which would be classed as the right he- 
patic as observed extrahepatically) sup- 
plied only the posterior segment of the 
right lobe. In addition to the three arteries 
derived from the celiac hepatic, there were 
two other hepatic arteries. One arose from 
the left gastric (an “accessory” left he- 
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patic) and entered the superior area of 
the lateral segment; the other arose from 
the superior mesenteric (an “accessory” 
right hepatic) and entered the right lobe 
to supply the anterior segment of that 
lobe. Here then, was a case in which five 
main hepatic trunks supplied the liver; 
two segment arteries each with a different 
site of origin supplying the right lobe, a 
medial segment artery which arose sepa- 
rately from the common hepatic, and two 
distinct area arteries which supplied the 
lateral segment. 


Anastomoses of the Hepatic Arteries: 
In our casts, anastomoses between the 
branches of the hepatic arteries were ob- 
served, but in all of these cases they were 
extrahepatic and small in caliber. Such 
anastomotic channels were encountered in 
25 per cent of the specimens and consisted 
of communications located as follows: (a) 
in the region of the porta hepatis at the 
base of the caudate lobe (between the 
caudate lobe arteries and the medial seg- 
ment artery or between two caudate ar- 
teries); (b) in the umbilical fossa (be- 
tween branches of the medial and lateral 
segment arteries), and (c) on the right 
side of the porta (between the caudate 
arteries and the posterior segment artery 
of the right hepatic). No evidence was 
observed in our casts of any grossly visible 
anastomoses between the parenchymatous 
branches of the hepatic artery within the 
liver substance; the casts indicate that 
each segment artery supplied a_ specific 
part of the organ. 


COMMENT 


A great deal of controversy has existed 
for many years concerning the effect of 
ligation of the hepatic artery in man. One 
of the most controversial points is the 
importance of a collateral circulation in 
preventing necrosis of the liver after 
severance of its blood supply. One must 
distinguish whether these collateral chan- 
nels are extrahepatic or intrahepatic. Von 
Haberer'! was the first to emphasize the 
fact that the vitality of the liver depends 
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upon the site of ligature of the hepatic 
artery. He found that a central ligation, 
i. e., one made proximal to the gastroduo- 
denal artery (Fig. 9A), produced no 
change in the liver, the distal portion of 
the hepatic artery receiving its blood by 
numerous extrahepatic arterial pathways. 
Indeed, as shown by Michels,’ there are 
some twenty-six possible extrahepatic 
collateral routes to the liver after a central 
ligation of the celiac artery has been 
effected. Ligature of the hepatic artery 
distal to the gastroduodenal is not as an 
innocuous a procedure (Fig. 9B). Many 
discrepancies appear in the literature with 
regard to the results of distal ligation of 
the hepatic artery in man. Some cases 
have been described in which extensive 
necrosis of the liver followed ligation of 
the hepatic artery beyond the gastroduo- 
denal; other cases are reported in which 
survival followed such a procedure." The 
vitality of the liver in the last-mentioned 
cases depends upon possible extrahepatic 
or intrahepatic collateral channels or, as 
claimed by many, upon the presence of 
“accessory” hepatic arteries. Such “acces- 
sory” arteries are actually parenchyma- 
tous branches to the liver, and, as has al- 
ready been mentioned we noted no anas- 
tomoses between parenchymatous branches 
within the liver substance. These ‘“acces- 
sory” arteries, therefore, do not communi- 
cate with the branches of the celiac he- 
patic artery intrahepatically, but are 
aberrant segment or area arteries supply- 
ing a definite part of the liver. They will 
be, then, of little value in collateral circu- 
lation after distal ligation of the celiac 
hepatic. Accordingly, if collateral chan- 
nels exist, they must be located extra- 
hepatically and must occur’ between 
branches of the hepatic artery (other than 
its parenchymatous branches) and certain 
extrinsic arteries; for example, the in- 


ferior phrenics. 

In addition to the parenchymatous 
branches which we brought out in our 
casts, the hepatic artery gives off biliary 
rami to the bile ducts, the vasa vasorum 
to the vascular structures, and the sub- 
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capsular branches, which are profusely 
distributed to the fibrous capsule of the 
liver. It is the last-named branches which 
various authors have emphasized as im- 
portant in certain extrahepatic anasto- 
motic channels (Fig. 9). Actually little 
is known of these branches in man, and 
in this study we made no attempt to get 
our injection mass into all these subcapsu- 
lar branches, for an injection of such pro- 
portions would have prevented us from 
seeing the forest because of the tree. 
Since, in these casts, we can account for 
the blood supply to the entire liver paren- 
chyma as taking place via the parenchy- 
matous arteries, we are inclined to the 
opinion that the subcapsular branches 
supply only the fibrous capsule and its 
extension into the liver. The constancy of 
these branches and their efficiency as com- 
municating channels with extrinsic ar- 
teries remains to be determined. In many 
cases it is undoubtedly these arteries 
(especially those in the fossa of the liga- 
mentum venosum), acting as collaterals 
between extrinsic arteries and the extra- 
hepatic portions of the hepatic artery, that 
preserve the vitality of the liver after 
distal] ligation of the celiac hepatic artery. 
If one ligates beyond the origin of these 
arteries from the hepatics, their role as 
collaterals will be nil (Fig. 9C). In other 
words, we agree with the conclusions of 
Graham and Cannell'' that the prospect 
of liver necrosis increases steadily as the 
point of ligation of the hepatic artery 
moves toward the periphery. From the 
evidence presented by these intrahepatic 
studies it is our opinion thai, in the normal 
liver, ligation of a segment artery will 
result in complete deprivation of arterial 
blood to the segment of hepatic parenchy- 
ma which it supplies. 


SUMMARY 


1. The intrahepatic distribution of the 
hepatic artery was studied in 70 speci- 
mens, 40 of which had a single hepatic 
artery supplying the liver, while 30 had 
more than one hepatic artery. 
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2. The prevailing pattern of branching 
of the hepatic arteries was found to be 
similar to that of the bile ducts in that 
there was a segmental distribution. 


3. The arteries within the liver paren- 
chyma closely followed the bile ducts, 
whereas extrahepatically no such coordi- 
nation exists. 

4. The so-called ‘“‘accessory” hepatic ar- 
teries were found to be aberrant segment 
or area arteries supplying a definite part 
of the liver substance, and did not anasto- 
mose with branches of the celiac hepatic 
arteries. 


5. The anterior segment artery has been 
emphasized as a frequent source of origin 
of a single cystic artery or the deep 
branch of a double cystic artery. 

6. Although variations in the origin of 
the segment bile ducts were more fre- 
quently observed on the right side, varia- 
tions in the origin of the segment arteries 
were more frequently observed on the left 
side. 

7. No evidence was found of any gross 
intrahepatic anastomoses between the 
parenchymatous branches of the hepatic 
artery; however, in 25 per cent of the 
specimens small anastomotic channels 
were seen connecting the right and left 
branches. These were all extrahepatic 
and subcapsular and very small. 


RESUME 


1. Les auteurs étudient la circulation de 
l’artére hépatique chez 70 spécimens; 40 
d’entre eux, n’avaient qu’une seule artére; 
tandis que les 30 autres en avaient plus 
d’une. 

2. La division de l’artére s’apparente a 
la division des canaux biliaries dans 
chaque cas. 

3. Dans le parenchyme, les. artéres 
suivent les canaux biliaires; il n’en est 
pas ainsi en dehors du foie. 

4. Les artéres hépatiques accessoires 
déservent une région particuliéze et ne 
s’anastomosent pas avec les branches de 
l’artére hépatique coeliaque. 
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5. L’artére du segment antérieur a été 
acceptée comme le tronc initial d’une 
artére unique ou comme les branches pro- 
fondes d’une artére cystique double. 

6. Il n’y a pas de différences notables 
quant anx cotés. 

7. Aucune anastomose intra-hépatique 
entre les branches de l’artére hépatique 
ne fut trouvée. Toutefois 25% des cas 
présentérent de petites anastomose entre 
les branches droites et gauches. Elles 
étainet petites et en dehors du parenchyme 
sous-capsulaire. 


SUMARIO 


1. Os autoéres procederam um interes- 
sante estudo sébre 0 comportamento intra- 
hepatico da arteria hepatica, observando 
70 cadaveres, em 40 dos quais encontraram 
uma so arteria suprindo a circulacao do 
figado, enquanto nos 30 restantes foram 
encontradas mais de uma arteria hepatica. 

2. Prevaleceu um modélo de ramificacao 
da arteria hepatica muito semelhante em 
sua distribuicaéo aquela observada quanto 
aos canais biliares. 

38. As arterias quando dentro do paren- 
quima hepatico, acompanham os canais 
biliares, nao existindo essa coordena¢gao 
quando se tornam extra-hepaticas. 

4. As chamadas arterias hepaticas ac- 
cessérias foram encontradas como sendo 
segmentos aberrantes irrigando uma parte 
bem definida do parenquima hepatico, nao 
se anastomosando com os ramos celiacos 
da arteria hepatica. 

5. O segmento anterior da arteria tem 
sido salientado, frequentemente, como ori- 
gem da arteria cistica, ou como ramo pro- 
fundo de uma dupla arteria cistica. 

6. Registraram, mais frequentemente, 
para o lado direito as perturbacées de ori- 
gem dos canais biliares, e para a regido 
esquerda as variacdes na origem dos seg- 
mentos arteriais. 

7. N&o encontraram os autores indicio 
da existencia de qualquer pronunciada 
anastomose intra-hepatica entre os ramos 
parenquimatosos da arteria hepatica; to- 
davia, em 25% dos casos, pequenas anasto- 
moses (canaliculos) foram vistas reunindo 
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os ramos direito e esquerdo da arteria. 
Estes eram, entretanto, muito pequenos, 
extra-hepaticos e sub-capsulares. 


RESUMEN 


1. En 70 especimenes se estudio la 
distribucioOn intrahepatica de la arteria 
hepatica, 40 de ellos tenian una sola ar- 
teria hepatica vascularizando al higado, 
mientras que 30 tenian mas de una. 

2. El tipo dominante de disposicién de 
las arterias hepaticas se encontré seme- 
jante al de los conductos biliares en rela- 
cién a la distribucion sebmentaria. 

3. Las arterias dentro del parenquima 
hepatico siguieron de cerca los conductos 
biliares, mientras que las extrahepaticas 
no mostraron dicha relaci6n. 

4. Las llamadas arterias hepaticas ac- 
cesorias se encontraron ser un segmento 
6 area aberrante de arterias vascularizan- 
do una parte definida de substancia hepati- 
ca y no anastomosadas con ramas de las 
arterias hepaticas celiacas. 

5. El segmento anterior de la arteria ha 
sido emfatizado como fuente de origen 
frecuente de la arteria cistica nica 6 la 
rama profunda de la arteria cistica doble. 

6. Aun cuando en el lado derecho se 
observaron mas frecuentemente variacio- 
nes en el origen de los conductos biliares, 
en el izquierdo se observaron mas frecuen- 
temente las variaciones en el origen de 
las arterias. 

7. No se encontro evidencia de ninguna 
anastomosis intrahepatica gruesa entre 
las ramas parenquimatosas de la arteria 
hepatica ; sin embrago, en 25 por ciento de 
los casos se vieron pequenas anastomosis 
conectando las ramas derechas é izquier- 
das. Todas ellas fueron extrahepaticas, 
extracapsulares y muy pequenas. 


ZUSAM MENFASSUNG 


1. Die Verzweigung der Leberarterie 
innerhalb der Leber wurde an 70 Priapa- 
raten untersucht; 40 davon hatten eine 
einzige Leberarterie, die das ganze Organ 
versorgte, wahrend die restlichen 30 mehr 
als eine Schlagader aufwiesen. 
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2. Das vorwiegende Muster der Ver- 
zweigung der Leberarterien zeigte eine 
segmentale Verteilung, die Aehnlichkeiten 
mit der Aufsplitterung der Gallengange 
aufwies. 

3. Innerhalb der Leber folgen die Schlag- 
adern dem Verlauf der Gallengange, 
wahrend ausserhalb der Leber keine der- 
artige Beziehung besteht. 

4. Die sogenannten ‘“akzessorischen” 
Leberarterien erwiesen sich als abwegige 
Segment- oder Zonenarterien, die ein 
bestimmtes Gebiet des Lebergewebes ver- 
sorgen und keine Anastomosen mit den 
Aesten der zéliakalen Leberarterien ha- 
ben. 

5. Es wird hervorgehoben, dass die 
Arterie des vordenen Segments haufig 
die Quelle einer einzelnen oder des tiefen 
Zweiges einer doppelten Gallenblasenar- 
terie bildet. 

6. Wahrend Variationen im Ursprung 
der segmentaren Gallengiange haufiger auf 
der rechten Seite beobachtet werden, kom- 
men Abweichungen im Ursprung der seg- 
mentaren Schlagadern haufiger auf der 
linken Seite vor. 

7. Die Verfasser fanden keinerlei gr6- 
ssere intrahepatische Anastomosen zwi- 
schen den parenchymatésen Aesten der 
Leberarterie; dagen wurden in 25% der 
Priparate zarte Verbindungskandle zwi- 
schen den Aesten der rechten und der 
linken Seite beobachtet. Diese waren alle 
extrahepatisch und unterhalb der Kapsel 
gelegen und von sehr engem Kaliber. 
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and appreciation to Dr. Nicholas A. Michels for 
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the bile ducts. Through his detailed extrahepatic 
dissection of the hepatic arteries and biliary ducts 
in 200 bodies, orientation of these structures at 
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as is evidenced by the publication of some of his 
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gestion, to determine the arrangement of the 
hepatic arteries and bile ducts inside the liver by 
means of corrosion casts. 
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Modern Conceptions of Prostatic Obstruction 


A. I. WILLINSKY, M.D., F.A.CS., F.R.C.1., F.1.C.S., 
B. WILLINSKY, M.D., AND J. WILLINSKY, M.D. 
TORONTO, ONTARIO, CANADA 


N March 10, 1944, the Honorable 

Winston Churchill (now Sir Win- 

ston), in an address before the 
Royal College of Physicians in London, 
said, “The longer you look back the far- 
ther you can look forward.” 

Democritus concisely expressed the un- 
derlying spirit of the medical sciences 
when he said “Nothing is permanent but 
change.” The truth of this aphorism is 
revealed in the changes that have occurred 
in the surgical treatment of prostatic ob- 
struction. In one hundred years there has 
been a complete cycle in the development 
of methods of surgical intervention in the 
handling of various lesions about the vesi- 
cal neck. This cycle may be arbitrarily 
divided into three periods, In the first 
period, perurethral manipulation was ad- 
vocated as the most practical procedure. 
In the second, open operations, either ab- 
dominal or perineal, became popular. In 
the third period, the endoscopic route is 
slowly gaining in favor. 

The early symptoms of prostatic ob- 
struction is deviation from normal mictu- 
rition. Although the micturition reflex 
has been intensively studied, unanimity 
of opinion is still lacking. This variance 
is explained by the difficulty of accurate 
correlation of the physiologic mecha- 
nism of urination in animals with the 
same element in man, since micturition 
in animals is not as completely under 
the control of the will as in man. How- 
ever, the experiments of Dennig, Barring- 
ton, Graves and Davidoff, the cystometric 
studies of Rose on the human subjects, 
and the neurosurgical procedures of Lear- 
month have done much to elucidate the 
function of the bladder in health and in 
disease. 

Obstruction to the outflow of urine, 
especially by an obstacle such as a de- 


From the Willinsky Clinic, Toronto. 
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formed or enlarged prostate, has a defi- 
nite tendency to disturb the functional 
balance of the controlling innervation of 
the bladder. With similar degress of ob- 
struction the symptomatic response will 
depend to a great extent upon the viscero- 
genic reflexes of the automatic controlling 
factors of the mechanism of urination. 

The urinary bladder in man is essential- 
ly a muscular organ whose functions are 
storage and periodic discharge of the renal 
secretion. Its musculature consists of 
three layers of muscle fibers, which are 
intimately interwoven, so that the entire 
musculature constitutes a functional unit, 
the detrusor urinae muscle. 

The nervous control of the urinary 
bladder is mostly reflex, depending on an 
intricate nervous mechanism. Three sets 
of nerves reach the bladder and its sphinc- 
ter. Two of these sets belong to the auto- 
nomic system and the third to the somatic 
system. The double nerve supply from 
the autonomic system is made of sym- 
pathetic and parasympathetic fibers, the 
former coming from the thoracolumbar 
outflow, culminating in the hypagastric 
nerves, the latter from the sacral outflow, 
forming the pelvic nerves. The somatic 
representative, which has to do with vol- 
untary sphincter control, is found in the 
pudic nerves. 

Recent physiologic work has shown that 
section of the pudic nerves results only in 
imperfect closure of the external sphincter 
and some loss of urethral sensitivity, but 
does not materially disturb the normal 
function of the bladder. Section of the 
hypogastric nerves, either alone or in ad- 
dition to the pudic nerves, does not result 
in significant change in bladder function 
in normal persons. Section of the pelvic 
nerves, however, brings about profound 
functional and trophic disturbances of 
the bladder. Stimulation of the pelvic 
nerves elicits relaxation of the sphincter 
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‘mechanism and contraction of the de- 
trousor muscle, resulting in expulsion of 
the contents of the bladder; stimulation of 
the the hypogastric nerves brings about 
increased tonus of the internal sphincter 
and relaxation of the detrusor muscle. In 
general, the sympathetic and parasympa- 
thetic innervation of the bladder may 
therefore be regarded as mutually an- 
tagonistic. The smpathetic nerves, taken 
as a whole, are the filling nerves of the 
bladder, while the parasympathetic group 
are the emptying nerves of the bladder. 
There are still many questions to the 
physiologic mechanisms of the filling 
bladder and the micturition reflex that 
remain in dispute. The generally accepted 
theories and established facts may be 
summarized as follows: The bladder is a 
viscus in which the phenomenon of tone 
plays an important role. The bladder does 
not fill passively like a toneless sac. This 


postural activity is so adapted that it main- 
tains in the bladder cavity up to its opti- 
mum capacity the same intravesical ten- 


sion with varying volumes of urine. In 
other words, the bladder wall adapts itself 
to its contents, keeping the intravesical 
pressure constantly at a level of about 150 
mm. of water. The bladder exhibits a 
distinct muscular activity during its fill- 
ing. This is shown by rhythmic wavelike 
contractions that occur during the filling 
process. Starting with the apparently 
empty bladder at the normal pressure of 
150 mm. of water, the urine enters from 
the ureters and slowly accumulates. The 
response of the vesical musculature to the 
slow accumulation of urine has been des- 
cribed concisely by Graves and Davidoff. 

“In the period of rhythmic activity the 
muscle fibres are lengthened as the filling 
proceeds. The intermittent contractions 
represent a sort of clonic response to the 
stimulus of stretching or distention. Later, 
further distention is further resisted and 
the state of tonic sustained contraction is 
reached. It is in this state that pressure 
within the bladder rapidly rises. In other 
words, the bladder at first apparently 
responds to the gradual filling, isotonicly, 
that is, by increasing the length of the 
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muscle fibres without materially changing 
the tension. Finally, when a sufficient 
quantity has accumulated, the response 
becomes isometric; the fibres maintain the 
same length and respond to the stretching 
force by a rapidly increasing intravesical 
tension.” 

It can now be understood why the pres- 
sure gradient does not increase during the 
period of rhythmic contraction as the 
urine collects, because the muscle fibers of 
the bladder are actively elongated, thus 
increasing the bladder’s capacity. This 
adaptation of the bladder to its increasing 
contents is carried on reflexly through its 
sympathetic control, which causes the 
bladder wall to relax and at the same time 
reinforces the closure of the sphincter. 
However, when about 250 cc. of urine has 
been secreted the intravescial pressure 
rises suddenly, since the muscle fibers of 
the detrusor resist further elongation. 
When the pressure has reached about 180 
mm. of water, afferent impulses are set 
up which travel by the parasympathetic 
outflow to the higher centers. In these 
centers these impulses are translated into 
a desire to micturate. If it is inconvenient 
to do so, impulses from the cerebral cortex 
act through the sympathetic fibers and 
further relax the bladder and tighten the 
sphincter. As the capacity of the organ 
is in this manner increased, the internal 
pressure falls again to the normal 150 mm. 
level; as a result the efferent impulses 
through the parasympathetic nerves cease 
and the desire to urinate temporarily 
passes. This is a remarkable example of 
a conditioned reflex due to the demands 
of modern civilization. In those persons 
who have definite hyperactivity of the 
sympathetic nerves the bladder may be- 
come accustomed to accommodate large 
quantities of urine before its fibers fail 
to relax and allow a rise of intravesical 
pressure to take place. 

The actual mechanism of evacuation of 
the bladder is carried on by impulses from 
the cortex which stimulate the parasym- 
pathetic nerves, which in turn contact the 
bladder wall and relax the sphincter. Cer- 
tain accessory muscles are frequently in- 
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volved in emptying the bladder. The ab- 
dominal wall ‘contracts, the diaphragm 
descends, and the breath is held with the 
glottis closed. The resultant rise of intraab- 
dominal pressure compresses the bladder 
from without, and then the intravesical 
pressure rises to about 300 mm. of water 
and the bladder is evacuated. Of course 
micturition can be voluntarily carried out 
before urgent afferent impulses have been 
received. This occurs especially in those 
who have parasympathetic predominance 
in the nervous control of the bladder. In 
this type the power of the bladder to elon- 
gate its fibers is held in abeyance, and as 
a result the capacity, although normal for 
that person, is much below that of the op- 
posite type with sympathetic preponder- 
ance. It follows, then, from these general 
considerations, that the type of functional 
activity in the normal human bladder de- 
pends largely upon the balance between 
the antagonistic actions of the sympa- 
thetic and parasympathetic division of the 
autonomic nervous system. Appreciation 
of this observation has led Graves to des- 
ignate the bladder with hyperactive para- 
sympathetic control as active, and the 
bladder with sympathetic overactivity as 
passive. Graves, in his study of bladder 
regurgitation, has shown that only the 
active bladder in the presence of obstruc- 
tion of the vesical neck permits reflux up 
the ureters, while the passive bladder 
never does. This important clinical obser- 
vation demonstrates that the exaggerated 
sympathetic tonus of the passive bladder 
tolerates extreme dilatation of the bladder 
itself, without danger of reflux up the ure- 
ters. This confirms the experimental evi- 
dence that stimulation of the vesical sym- 
pathetic fibers produces relaxation of the 
detrusor and at the same time contraction 
of the sphincter-like mechanism of the 
ureterovesical orifices as well as the in- 
ternal sphincter. In the active bladder 
with its enhanced parasympathetic con- 
trol, however, the inhibited ureterovesical 
valves offer but little resistance to regurg- 
itation up the ureters, particularly in the 
presence of obstruction at the natural out- 
let. 
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Patients with a preponderance of para- 
sympathetic control differ clinically in 
many ways from those with sympathetic 
predominance. In those patients who in 
health show no evidence of imbalance of 
the dual autonomic factors of micturition, 
the obstructing prostate produces only a 
temporary upset of bladder function. Ow- 
ing to the stability of the bladder reflexes 
in this group, the tendency is toward re- 
establishment of normal urinary function 
as soon as the acute obstructive lesion has 
been mitigated. 

Clinically, three groups of bladder ac- 
tivity have been recognized for many 
years, but the role of the autonomic nerv- 
ous system in the production of these has 
not been appreciated until lately. As far 
back as 1910, Kidd differentiated three 
distinct clinical types of prostatic symp- 
toms. He classified them, moreover, ac- 
cording to their symptoms of onset, as 
follows: (1) the irritable bladder type, 
(2) the painful retention type and (3) the 
painless incontinence type. This sympto- 
matic classification is both practical and 
important, since it places emphasis on the 
early symptom complexes of each group. 

In the light of present knowledge of the 
neurophysiologic background of vesical 
hydromechanics one is able to understand 
the reason for these totally different re- 
actions to a similar etiologic factor. The 
clinicopathologic course of the “irritable 
bladder” group can be accounted for by 
parasympathetic predominance. The 
“painless incontinence” type represents 
the group with sympathetic hyperreactiv- 
ity. The “painful retention” type is a se- 
quel of the effect of acute obstruction upon 
a bladder in which the innervation is 
perfectly balanced. 

Let us first consider the “irritable blad- 
der” type, since this group comprises the 
majority of those who suffer with prosta- 
tism. As its name indicates, the symptoms 
of onset are referable to irritability of the 
bladder, which is first shown by frequency 
of micturition. This frequency can be ex- 
plained on the basis of the modern physio- 
logic conception of urination. It has been 
stated that intravesical tension and the 
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desire to void follow parallel oscillations. 
As a result of mechanical obstruction at 
the outlet, there is a tendency for over- 
stretching of the bladder wall, which in 
turn acts as a stimulus to growth, result- 
ing in hypertrophy of its fibers. This hy- 
pertrophy gradually increases so as to 
enable the expulsive force of the bladder 
to overcome the obstruction; it increases 
bladder tone, so that the micturition pres- 
sure of 180 mm. will be reached before the 
normal amount of urine has accumulated. 
Since pressure, not quantity, produces the 
desire to void, the amount of urine to set 
up afferent impulses becomes correspond- 
ingly smaller, and, hence frequency gradu- 
ally increases. In this group the para- 
sympatheticotonia inhibits relaxation of 
the bladder, and in this way tends to ag- 
gravate the frequency, so that dysuric 
symptoms eventually develop. Ultimately, 
when the expulsive power of the bladder 
begins to fail, decompensation occurs, re- 
sulting in incomplete evacuation of the 
bladder, with the consequent accumulation 
of residual urine. At this time the patient 
notices prolongation of the act of urina- 
tion, diminution in the voiding distance 
(owing to impairment of force) and a 
gradual decrement in the caliber of the 
stream due to actual narrowing of the 
posterior portion of the urethra. The re- 
sidual urine tends to produce excessive 
stretching of the bladder wall, in conse- 
quence of which its nutrition suffers, 
lowering the tissue resistance to infection. 
Infection is readily precipitated by the 
presence of the stagnant residual urine, 
and finally cystitis and pyelonephritis de- 
velop. The inflammation of the bladder 
mucosa converts the frequency into an 
urgency that generally terminates in com- 
plete painful retention. 

The development of pylonephritis in 
these active bladders is due to the ease 
with which urinary reflux occurs. The in- 
hibitory effect of the parasympathetic 
nerves on the ureterovesical orifices, com- 
bined with obstruction of the vesical neck, 
forces the infected urine up the ureters 
practically at every effort to void. Early 
relief of obstruction is essential to pre- 
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vention of this disastrous complication. 


The sequence of events in the “painless 
incontinence” type is entirely different. In 
this group of passive bladders the pre- 
ponderance of sympathetic nerve control 
produces a vicious circle. The dilatable 
atonic bladder, with its spastic sphincter, 
places the patient at a decided disadvan- 
tage. Little anatomic obstruction is re- 
quired to produce high grades of urinary 
obstruction with grave results. In this 
group obstructive lesions of the prostate 
are insidious in onset and progress silently 
before the appearance of true symptoms 
referable to the lower portion of the uri- 
nary tract. The patient is entirely un- 
aware of his inability to empty his bladder 
completely, he has no sense of discomfort, 
in spite of a chronically distended, palpa- 
ble bladder easily recognized by percus- 
sion and palpation. Although disorders 
of urination are present, they are in the 
background as far as subjective symptoms 
are concerned. In fact, some of these pa- 
tients maintain that they have no diffi- 
culty in voiding, complaining only that 
they have some dribbling at times. Uri- 
nation in this sympatheticotonic group 
becomes a mere overflow, because the 
rhythmic contractions of the bladder 
which has become accustomed to accom- 
modate large quantities of urine are not 
of sufficient intensity to set up proper 
afferent stimuli. The escape of urine, then, 
is chiefly due to overflow from an over- 
filled organ. In this passive bladder there 
is no urinary reflux, but there is severe 
stasis in the upper part of the urinary 
tract as a result of the coincident ureteral 
and pelvic dilatation. This dilatation of 
the upper part of the tract represents the 
general lack of tone produced by the over- 
acting sympathetics aggravated by the 
stasis in the lower part. The dilatation of 
the renal pelves gradually leads to destruc- 
tion of the parenchyma of the kidney, 
with nitrogen retention in the blood. The 
principal symptoms, then, in this sympa- 
theticotonic group are referable to the 
gastrointestinal, cardiovascular and nerv- 
ous systems. They vary in accordance 
with the degree of renal insufficiency, and 
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tend to hasten the normal degenerative 
changes of the aging patient. Sudden de- 
compression of the bladder in this group 
may lead to death from uremia. 

The “painful retention” type is de- 
scribed by Kidd as follows: 

“A man of 50 or 60, in the best of health, 
discovers that he is unable to pass his water. 
After a few hours he is taken with painful 
cramps in the hypogastric region, and an in- 
tense desire to pass water, but he can effect 
nothing, and becoming alarmed he sends for 
the doctor. A dose of morphine and a hot bath 
are all that is required, although resort must 
be had to the catheter if this treatment fails, 
and the difficulty disappears for the time be- 
ing, perhaps for six months or a year. These 
attacks are repeated at lessening intervals un- 
til the retention may be complete and perma- 
nent, so that regular catheterization becomes 
an established necessity. They appear to be 
produced by a condition of congestion of the 
prostatic urethra and spasm of the sphincter 
apparatus, shut up by irritation, cold, or alco- 
hol or by a mild bacterial invasion of the pros- 
tatic urethra. They are painful because the 
bladder muscle is in good condition and able 
to undergo cramping contractions.” 

Randall has stated that this type of re- 
tention is always associated with bilateral 
lobar hypertrophy. I should like to add 
that a properly balanced autonomic nerve 
control is the second essential. 

Clinical experience has shown that 
many men who have definite hypertrophy 
of the prostate gland, as demonstrated by 
rectal palpation, do not have symptoms or 
signs of urinary obstruction and, con- 
versely, many others who have no enlarge- 
ment of the prostate gland that can be 
verified by rectal examination have vari- 
ous degrees of urinary blockage. There- 
fore, it is the amount of obstruction at the 
neck of the bladder to the urinary egress, 
rather than the size of the gland, that 
causes symptoms. 

While it is true that prostatic palpation 
alone cannot be depended upon in the diag- 
nosis of prostatic obstruction, it is essen- 
tial that a rectal examination should be a 
routine step in the physical examination 
of all male patients, especially those be- 
yond the age of 50. Seventy-five per cent 
of prostatic cancers can be readily de- 
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tected by the examining finger. The typi- 
cal nodulation, the definite fixation and the 
peculiar induration, once felt, can never 
be forgotten. 

Although the tubular character and the 
small diameter of the urethra are well 
known, few appreciate that a relatively 
small amount of prostatic tissue actually 
causes the blockage. Furthermore, the en- 
tire gland cannot take part in the produc- 
tion of the obstruction, owing to its pe- 
culiar anatomic configuration. 

Electroresection of the prostate gland 
is one of the most important surgical im- 
provements of this century. It utilizes the 
marvelous biophysical and biochemical] de- 
velopments that have arisen from the 
ancillary physical and chemical sciences. 

Prostatectomy per urethra is an art that 
requires intensive perseverence, marked 
enthusiasm, much facilitation and modern 
technical equipment. No longer should 
the gland be graded; it is more important 
now to grade the surgeon. 

However, even in the hands of those 
who are adept there are many pitfalls. 
Although the mortality and morbidity 
rates associated with prostatic resection 
is lower than that of the other methods 
of removal, statistical studies in the larger 
American clinics make it clear that this 
operation must be considered a major pro- 
cedure. Paraphrasing Winston Churchill’s 
stirring message on “blood, sweat and 
tears” after Dunkirk, one may well say 
that “Blood from the prostatic resection 
involves blood from the patient, sweat 
from the surgeon and tears from the rela- 
tives.” 

Complete preoperative urologic investi- 
gation is more essential to the transure- 
thral operation than to any open pro- 
cedure, because people believe it is not 
a serious procedure, Nonresectionists be- 
little this operation, saying that it is al- 
ways inadequate and only palliative. This 
is not true! Complete prostatectomy per 
urethra is as practical as suprapubic, 
retropubic or perineal prostatectomy. 

The present transurethral methods of 
correcting pathologic conditions of the 
prostatic portion of the urethra differ 


greatly, however, from those used in the 
early period of endoscopic surgery. Not 
until the evolution of the collateral sci- 
ences which provided accurate optical and 
sensitive electrical equipment have sur- 
geons been able to achieve their present 
progress in the management of the ob- 
structing prostate. Refinement in the con- 
struction of endoscopic instruments and 
application of new electrophysical princi- 
ples, together with increased knowledge 
of the biochemistry and the physiology of 
the urinary system, have combined to 
make possible the present advance in elec- 
trical resection of the prostate. 

The ideal of all surgery is the preserva- 
tion of anatomic parts in their normal re- 
lation. This is actually obtained by the 
transurethral method. It seems unjustifi- 
able to perform a major operation—either 
suprapubic or perineal prostatectomy— 
when it is necessary only to remove a rela- 
tively small amount of tissue from a fairly 
accessible site. The simple removal of the 
cbstructing tissue, rather than the entire 
gland, is based on sound principles. Thus, 
Randall, in his painstaking statistical 
study of the pathologic anatomy of pros- 
tatic obstruction, has pointed out that the 
majority (94 per cent in his series) of 
lesions of the prostate gland are benign. 
Prostatic resection is less confining than 
classic prostatectomy. Physicians can now 
recommend the procedure to patients for 
whom in the past they have been inclined 
to advise delay. Further, this procedure 
commends itself to elderly men, owing to 
their antipathy towards major surgical 
procedures at their age. 

Exactly one hundred years have passed 
since Guthrie, the pioneer of transurethral 
surgery, in a lecture in London, advocated 
the treatment of prostatic bars at the neck 
of the bladder by incision with a knife 
blade projected from a catheter. By a 


process of slow evolution from this basic 
idea, the Stern-McCarthy visual prosta- 
tome has developed, with its exquisite con- 
trol, accurate vision and tremendous pos- 
sibilities. 
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SUMMARY 


The physiologic and neural mechanisms 
that control micturition are described in 
detail in relation to prostatic obstruction, 
of which deviations from normal micturi- 
tion is the earliest symptom. The author 
recommends Kidd’s classification of uri- 
nary symptoms of prostatic disease into 
three types: the “irritable bladder” type, 
the “painful retention” type and the 
“painless incontinence” type. The physio- 
pathologic background of each is de- 
scribed. The author’s advocacy of pros- 
tatic resection per wrethra is explained on 
the basis of the facts here presented. 


ZUSAM MENFASSUNG 


Die physiologischen und nervésen Me- 
chanismen, die die Harnausscheidung 
kontrollieren, werden in ihren Beziehung- 
en zur prostatischen Obstruktion, wo die 
Abweichung von normaler Urinierung das 
friihste Symptom darstellt, im einzelnen 
beschrieben. Der Verfasser empfiehlt die 
Klassifizierung von Kidd, der die Harn- 
symptome der Prostataerkrankung in 
drei Arten einteilt: die “Reizblase,” die 
schmerzhafte Harnverhaltung, und die 
“schmerzlose Inkontinenz”. Die physio- 
pathologischen Grundlagen jeder dieser 
drei Formen werden beschrieben. Der Ver- 
fasser setzt sich fiir die transurethrale 
Resektion der Prostata ein und begriindet 
seinen Standpunkt mit den hier darge- 
stellten Tatbestanden. 


SUMARIO 


O autor descreve no seu trabalho 0 me- 
canismo fisiologico e neurogéno de con- 
tréle da miccéo, especialmente no que tan- 
ge aos casos de obstrucéo prostatica. E 
recomendada a classificagaéo de Kidd a 
respeito dos sintOmas urinarios da doen- 
ca prostatica: “bexiga irritada,” ‘“reten- 
cao dolorosa” e “incontinencia doloerosa.” 
O autér defende as ressecao trans-uretrais 
da prostata. Tomando por base os fatos 
delineados em seu trabalho. 
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RIASSUNTO 


Viene descritto dettagliatamente il mec- 
canismo fisiologico e nervoso della minizi- 
one in rapporto con la ostruzione prostati- 
ca, affezione nella quale la disuria rappre- 
senta il primo sintomo. L’autore approva 
la classificazione di Kidd, che distinse tre 
tipi di disturbi urinarii nelle malattie 
della prostata: la “vescica irritabile,” la 
“ritenzione dolorosa” e la “incontinenza 
senza dolore.” Descrisse il substrato fisio- 
patologico di ognuno di questi tipi e spiega, 
infine, la sua preferenza per la resezione 
transuretrale della prostata sulla scorta 
dei dati di fatto ricordati. 


RESUMEN 


Se describen los mecanismos fisiol6gicos 
v nerviosos que regulan al miccién en re- 
lacién con la obstruccién prostatica, en la 
cual la anormalidad en la micci6én es uno 
de los sintomas mas tempranos. El autor 
recomienda la clasificaci6n de Kidd para 
los sintomas urinarios de la enfermedad 
prostatica en tres tipos: el tipo de “la 
vejiga irritada,” el tipo de “la retencién 
dolorosa” y el tipo de “la incontinencia 
indolora.” Se describe el fondo fisiol6gico 
de cada una. El autor preconiza la resec- 
cién prostatica per uretra lo que se explica 
en base a los hallazgos aqui presentados. 
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RESUME 


L’auteur décrit le phénoméne physio- 
logique et nerveux de la miction en rapport 
avec l’obstruction par hypertrophie de la 
prostate. L’auteur suggére la classification 
de Kidd pour l’hypertrophie prostatique a 
savoir: la vessie irritable, la vessie en ré- 
tention et l’incontinence non douloureuse. 
Chaque cas est étudié. L’auteur suggére 
la prostatectomie trans-uréthrale comme 
opération de choix. 
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developed by the Viennese derma- 

tologist Hebra in the year 1861. He 
intended to use it for the treatment of 
smailpox, but the results did not justify 
his expectations. Since then, many and 
various diseases have been treated by this 
method. 

At our hospital 180 beds are kept at 
the disposal of our surgical patients, and 
for this number a bath ward of 6 beds ha 
been provided (Fig. 1). ; 

From the technical point of view the 
continuous bath is of very simple construc- 
tion, and it has not been much changed 
or improved since its introduction. It con- 
sists of a zinc or copper tub 2.5 M. long 
and 1.5 M. wide. The patient rests on a 
stretcher of strong wire, the head of 
which is movable and can be adjusted at 
will. The stretcher can be raised out of 
the water or lowered deep into it by a 
handle mounted at the head end of the 
tub, and the entire structure can easily 
be taken out of the tub when the bath 
requires cleaning (Fig. 2). The stretcher 
is covered by either a blanket or an ex- 
celsior-filled mattress, which is in turn 
covered by a sheet. We do not use rubber 
mattresses. The tub has a boxlike enclo- 
sure of either tiles or metal, and the space 
between the enclosure and the tub is filled 
with insulating material in order to pre- 
vent the rapid cooling of the water. The 
tub is further covered with loose boards, 
which retain the heat and also serve as a 
table for the patient. The hot and cold 
water flows into a mixing tank, is brought 
up to the required temperature and led 
through a pipe at the foot of the tub, 
where it enters the bath. The water outlet 
is also located at this end. 

The temperature of the continuous bath 
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is generally kept at about 29 to 30 de- 


grees Celsius. The water temperature 
must be carefully checked, since, as is the 
case with paraplegia and other conditions 
in which loss of sensibility ensues, it be- 
comes only too easy to scald the patient. 
It is not advisable, therefore, to let either 
hot or cold water flow into the tub with- 
out using the mixing tank. 

Disinfectants are not added to the water 
and, as I shall later show, are in no way 
necessary. 

The water is replenished several times 
a day, in order to keep the temperature 
fairly constant and to save the patient 
from chilling. It is also necessary to empty 
the tub of pus from suppurating wounds, 
as well as the patient’s excretions. The 
tub itself is cleaned every forty-eight 
hours. The air in the bath ward is kept 
at a constant 27 to 29 C. 

Advantages of the Continuous Bath 
Treatment.—The chief advantages are as 
follows: 

1. The patient floats in the water accord- 
ing to the principle of Archimedes. The 
pressure on his dorsal parts is diminished 
and equally distributed. The lower the 
patient’s shoulders rest in the water, the 
higher his limbs will float. 

2. The painful changing of dressings on 
badly festering wounds and fistulas is 
avoided, since no dressings are applied 
during the patient’s stay in the continuous 
bath. 

Plaster casts for the treatment of frac- 
tures have been applied during bath treat- 
ment, but the results were not satisfac- 
tory. Cement casts and some other water- 
resistant materials have not shown any 
remarkable success. Nylon and water- 
repellent cast covers are being tried but 
have not yet emerged from the experi- 
mental stage. 

3. Interestingly enough, it has been ob- 
served that the continuous bath acts as a 
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Fig, 1.—Bath ward of 6 beds at the Kaiser Franz 
Joseph Hospital of Vienna. 


disinfectant. Most writers attribute this 
fact to the oligodynamic action of the 
metals and/or the hydrodynamic action 
of the water. The only reply that can be 
made to the former opinion is that an 
oligodynamic action of metals does not in 
fact exist, but that, as a result of the re- 
leased ions of the heavy metals, a certain 
ph is formed in the area surrounding the 
metal covering of the tub, which, although 
it prevents the growth and development 
of bacteria, does not actually destroy 
them. I am inclined toward the opinion 
that the germ concentration in the large 
area of the tub can only be minimal and 
that the bacteria therefore show less 
activity. In addition to this the frequent 
changing of the water would undoubtedly 
prevent rapid bacterial growth. 

4. The patient’s general condition is 
improved, as well as the vitality and ten- 
sion of the tissues. These are important 
factors in the curative action of the con- 
tinuous bath. 

5. Finally, the bath treatment brings 
the patient enormous relief. The bath 
provides the opportunity of lessening pain 
to the irreducible minimum. 

Apart from the factors mentioned un- 
der Point 4, the curative effect of the con- 
tinuous bath treatment should also be at- 
tributed to the mechanical cleansing of 
the wound by the water and to the com- 
parative sense of well-being which the 
patient feels when floating in the water 
and which psychically supports the heal- 
ing process. 

An ailment that may be brought on by 
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the continuous bath itself is a painful 
swelling of the soles at the beginning of 
the treatment. This condition can be im- 
proved by painting the affected areas with 
oleum rusci. Another unpleasant condition 
caused by the continued immersion is a 
mycotic type of eczema; this can be suc- 
cessfully treated with sulphur-zinc paste. 

Here I should like to add that, in order 
to protect the patient’s body, his skin 
should be well covered with boric petro- 
latum before being immersed in the water. 
No derogatory effect on the cutaneous 
respiration has ever been observed. 

Contraindications. — Contraindications 
exist and must be strictly observed. Pa- 
tients with diseases of the heart (myo- 
cardiac conditions) or of the lung (pneu- 
monia, pleurisy, open empyema, bronchi- 
tis) complicating the disease indicating 
bath treatment are excluded from the 
continuous bath. 

The theory that the bath treatment 
takes heavy toll of the patient’s entire 
organism does not completely correspond 
with the facts. It is left to the decision 
of the physician in charge of the case to 
cease treating the patient by continuous 
bath, or at least to change the treatment 
to an intermittent one. 

Should any of the aforementioned cardi- 
ac or pulmonary conditions arise during 
this treatment, it becomes imperative that 
the patient be immediately removed from 
the water. The same measure must be 


adopted in case of postoperative hemorr- 


Fig. 2.—Stretcher fitted to tub and employed for 
adjusting the patient’s position in the water. 
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Fig. 3.—Patient undergoing continuous bath 
treatment. 


Sleeping patients are not in any danger 
of drowning in the bath. It is a fact that 


as soon as the patient touches the water’ 


with his lips or the corners of his mouth, 
he immediately awakens. Anxiety on this 
score is therefore entirely unnecessary, In 
the literature accessible to me there is no 
record of a case of drowning during con- 
tinuous bath treatment. 

The Wasserbettkater (loss of appetite, 
depression) mentioned by Demel has been 
observed by very few of our patients. 

Indications.—This treatment should be 
applied only when all other accessible 
therapeutic measures have been tried 
without effect and when the condition of 
the patient in the dry bed becomes too 
painful to permit his remaining there. 

1. Nonhealing Decubitus Ulcers result- 
ing from the immobility of either old 
persons or paraplegic patients, are a posi- 
tive indication for continuous bath treat- 
ment. The poor general condition of these 
patients sometimes makes surgical treat- 
ment impossible. After a period in the 
continuous bath, however, the patient’s 
condition generally improves sufficiently 
to permit any necessary surgical treat- 
ment. 

Since the patient floats in the water, 
pressure on the affected areas is relieved. 
Specially affected areas are protected with 
gauze rings. In cases of paraplegia it is 
mainly the outer parts of the knees that 
are threatened by pressure against the 
sides of the tub. In addition to being 
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treated as aforedescribed, these patients 
are supported by a belt drawn across 
the shoulders and under the arms. In 
this manner the body is kept from sliding 
down in the tub. Relief of pressure on the 
patient’s back is achieved by lowering the 
stretcher head and thus the shoulders of 
the patient while raising the pelvic area. 

My review of the patients treated covers 
the period from 1947 to 1951. It should 
be emphasized at the beginning of the 
statistical report that only the surgical 
cases are mentioned. 

During the aforementioned period we 
had 14 cases of multiple decubitus ulcers. 
Dermatologic or surgical therapy was no 
longer possible, and the condition of the 
patients, in spite of rubber and water 
mattresses and other measures, had be- 
come unbearably painful. These patients 
were between 35 and 79 years of age. 

Of the 14 patients, 7 died (3 of neuro- 
logic diseases, 3 of carcinoma of the rec- 
tum and 1 of gangrene). The high mortal- 
ity rate (50 per cent) is due to the seri- 
ousness of the conditions present, and it 
is my conviction that, had these patients 
not been treated in the continuous bath, 
the percentage would have been far 
greater. In the bath the patients felt im- 
mediate relief, and the 7 who recovered 
showed excellent healing tendencies. Sur- 
gical intervention was no longer neces- 
sary. 

2. Extended purulent wounds of the soft 
tissues following incisions (buttocks, 
thighs, inflammation of the abdominal 
wall after peritonitis, incarcerated her- 
nias) also indicate the continuous bath. 
In the presence of these conditions the 
treatment relaxes the infiltrated tissues 
and brings the patient relief from pain. 
The centrifugal action of the water eases 
the flow of pus. The application of dress- 
ings becomes unnecessary. 

It is important to draw attention to the 
fact that large incisions in the niches and 
pockets of the infiltrated tissues are a 
matter of the greatest importance. The 
water facilitates the flow of pus, but does 
not prevent pus retention in the wound. 
On the contrary, it is very easy to over- 
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look this condition, since the patients 
treated by the eontinuous bath are gen- 
erally relieved of most of the pain. For 
this reason daily wound revisions, a sharp 
watch on the patient’s temperature and 
leukocyte count is absolutely necessary. A 
secondary incision should not be avoided. 
It constitutes no reason for definite re- 
moval from continuous bath treatment. 

During the period from 1947 to 1951 
we had 8 patients with extended soft tis- 
sue phlegmons, Of these, 1 died (12.5 per 
cent). 

3. Roentgen Ulcers: Ulcers of this type, 
appearing in the back, make the patient 
eligible for continuous bath treatment. 
These ulcers appear after roentgen treat- 
ment for the purpose of castration, as a 
result of roentgen therapy administered 
after a Wertheim operation for cancer, 
or similar procedure. The therapeutic 
action of the continuous bath in these 
cases is identical with that observed in 
the cases mentioned under Point 1. 

Lately we have had only 1 case of this 
kind, and, after continuous bath treat- 
ment, the ulcers healed. 

4. Fistulas following cholecystectomy, 
fistulas of the pancreas, stomach, or duo- 
denum, Fecal and Urinary Fistulas indi- 
cate use of the continuous bath treatment, 
the advantage of which, in these cases, is 
the continual cleansing of the fistulas. The 
water leaves the opening as well as the 
surrounding the fistula and prevents or 
cures the eczema which often (specially 
in cases of fecal and perineal fistulas) ap- 
pears. Urinary fistulas react especially 
well to this therapy. After a short time 
the fistula shrinks, and surgical treatment 
will then completely clear it up. 

My associates and I treated 18 patients 
between 26 and 67 years of age. The 
mortality rate was 38.4 per cent. Three 
died of fistulas of the duodenum and 1 of 
a perineal fistula. Fifteen were discharged, 
completely cured. 

5. Postoperative rupture of the soft 
parts of the wounds, caused by infection, 
when suppuration of the rupture make the 
condition difficult to control in the dry bed, 
was considered an indication in this series, 
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and the patients were transferred into 
the continuous bath. The ages of these 
patients were between 18 and 74. The 
gravity of the conditions involved was 
responsible for a mortality rate of 30.7 
per cent. 

6. Extensive burns were, for a long 
time, considered an indication for the con- 
tinuous bath; in fact, it was thought to be 
the treatment of choice. Leonardo, how- 
ever, has expressed the opinion that the 
continuous bath does not conform to the 
aseptic principles of such therapy and has 
therefore become obsolete. The world lit- 
erature confirms this assertion. 

In my opinion the continuous bath treat- 
ment has its rightful place even in the 
age of antibiotics. Its many advantages 
should not be overlooked. Apart from its 
therapeutic value, this treatment brings 
relief from pain. 


SUMMARY 


The author describes the construction 
of the continuous bath and lists its ad- 
vantages, as well as the indications and 
contraindications for its use. The figures 
cited in this article were taken from the 
bath ward provided for the surgical pa- 
tients treated at the Kaiser Franz Josef 
Hospital, Vienna. 

The author sees the value of the con- 
tinuous bath in its curative antiseptic 
and palliative effect, as well as in the im- 
provement of the patient’s general condi- 
tion. 

Despite its 90-year existence, the con- 
tinuous bath has its rightful uses in the 
era of antibiotics and can be recommended 
as a valuable therapeutic agent in the 
treatment of certain conditions. 


RESUMEN 


El autor describe la construccién del 
bafio continuo, menciona sus ventajas asi 
como las indicaciones y contraindicaciones 
para su uso. Las cifras citadas en este 
articulo fueron tomadas de la sala de ba- 
fos para pacientes quirlrgicos tratados en 
el hospital Kaiser Franz, Viena. 
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E] autor usa el valor del bano continuo 
en sus efectos curativos antisépticos y 
paliativos, asi como en el mejoramiento 
de la condici6n general del paciente. 

A pesar de sus 90 anos de existencia, 
el bao continuo tiene uso justifizado en 
la era de los antibiédticos y puede ser reco- 
mendado como un agénte terapeutico vali- 
oso en el tratamiento de ciertos padecimi- 
entos. 


RIASSUNTO 


L’Autore descrive il funzionamento del 
bagno continuato e ne elenca i vantaggi, 
indicazioni e controindicazioni. I dati si 
viferiscono al reparto bagni del Kaiser 
Franz Joseph Hospital di Vienna. L’Auto- 
re mette in rilievo |’efficacia di questa ter- 
apia a scopo antisettico palliativo e bene- 
fico sulle condizioni generali del paziente. 
Dopo 90 anni dalla sua creazione, il bagno 
continuato continua ad avere il suo campo 
d’azione nell’era degli antibiotici e ad es- 
sere raccomandato come efficace mezzo 
nella cura di alcune affezioni. 


ZUSAM MENFASSUNG 


Der Verfasser beschreibt die Einricht- 
ung des Dauerbades und zahlt dessen Vor- 
zuge, Indikationen und Kontraindikationen 
auf. Die vom Verfasser angegebenen 
Ziffern stammen aus der im Kaiser-Franz- 
Joseph-Krankenhaus in Wien fiir chirur- 
gische Kranke eingerichteten Badestation. 


To Our Contributors Alsread 


We regret to announce that under current publishing conditions it has 
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Den Wert des Dauerbades sieht der Ver- 
fasser sowohl in der antiseptischen und 
schmerzlindernden Heilwirkung als auch 
in seiner giinstigen Beeinflussung des All- 
gemeinbefindes des Kranken. 

Trotz des neunzigjahrigen Alters der 
Institution des Dauerbades hat dieses 
auch im Zeitalter der Antibiotika noch 
immer einen rechtmassigen Anspruch auf 
Anwendung und kann als wirksame Heil- 
massnahme bei gewissen Erkrankungen 
empfohlen werden. 


RESUME 


L’auteur énumére les avantages et les 
désavantages avec le procédé du bain con- 
tinu. Les chiffres donnés sont ceux du 
service de chirurgie ayant utilisé le bain 
de l’hépital Kaiser Franz Joseffa Vienne. 

Le bain continu a un effet antiseptique 
et calmant de méme qu’un effet réconfort- 
ant pour le patient en général. Malgré ses 
90 ans d’existence, a thérapie par le bain 
continu a sa place dans cette ére d’anti- 
biotiques et peut rendre d’excellents servi- 
ces pour certains cas particuliers. 
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Hazards in Diagnosis of Tumors 


of the Renal Pelvis 


M. LEOPOLD BRODNY, M.D., F.A.C.S., F.I.C.S., AND 
BERNARD E. LEVINE, B.S., M.D. 
BOSTON, MASSACHUSETTS 


5 typical case histories, each of 

which emphasizes an important point 
in the diagnosis of tumors of the renal 
pelvis. 

Point 1.—Normal urine does not rule 
out the possibility of a papillomatous tu- 
mor of the kidney. Very often an increased 
fluid intake will dilute the urine to such 
an extent that few, if any, red blood cells 
are found in the sediment even with ade- 
quate centrifuging. Repeated urinalysis 
in the following case was deceptive. 

I. G., aged 60, was admitted to the hospital 
with vague abdominal pains which were not 
localized and not characteristic of any defi- 
nite illness. The sediment repeatedly gave a 
negative reaction in a number of urinalyses 
done daily. The routine diagnostic proced- 
ures usually done in obscure cases also gave 
negative results. Finally, an intravenous 
pyelogram was done (Fig. 1) and revealed 
a questionable irregularity in the upper calyx 
of the right kidney. This was definitely vis- 
ualized by retrograde pyelographic study. A 
nephrectomy was done. The pathologic diag- 
nosis was papillary carcinoma of the right 
renal pelvis. 

Comment.—lIt is well to remember that 
examination of the urine is only one of 
many procedures for the diagnosis of 
renal pathologic change and that a nega- 
tive result does not necessarily signify a 
normal organ. It is not unusual to operate 
on a patient immediately after his first 
hematuria and remove a renal neoplasm 
which undoubtedly has been present for 
many months. The case of I. G. also points 
out that there is no pathognomonic clini- 
cal syndrome. Certain symptoms—hema- 
turia, localized pain, a palpable renal mass 


Ts object of this report is to present 


Read at the Reunion in Vienna of the International Col- 
lege of Surgeons, May 1952. 
Submitted for publication July 8, 1952. 


and the presence of tissue in the urine—do 
occur, but any or all of these may be ab- 
sent. It is for these reasons that a nega- 
tive Papounicouli stain of the urinary sed- 
iment is of questionable value. 


Point 2.—Hematuria in a patient with 
prostatism always presents a diagnostic 
problem, and even though a_ potential 
source for the blood in the urine can be 
observed in congested prostatic lobes, in 
areas of hyperemia and edema, or in local 
varicosities, the upper part of the urinary 
tract must be investigated to be sure of 
the primary source of bleeding. 

The aged man who has prostatism can 
also have a renal tumor. The following 
case illustrates the danger of omitting py- 
elographic studies prior to prostatectomy, 
especially in a patient with hematuria. 

A. R., aged 61, had had his first attack of 
painless hematuria eight years, and repeated 
episodes up to four years prior to admission. 
He entered another hospital, where cysto- 
scopic procedures but no pyelographic stud- 
ies were done. Prostatectomy was recom- 
mended and performed. The intermittent 
hematuria persisted, cystoscopic study with- 
out pyelographic investigation was perform- 
ed on two occasions. Shortly before admis- 
sion the patient was told that he needed 
another prostatectomy, which he refused. 
The patient was then seen by my former as- 
sociate, Dr. Daniel Rosen, who immediately 
did pyelographic studies (Fig. 2). A roentgen 
diagnosis of tumor of the renal pelvis was 
made and a ureteronephrectomy performed. 
The pathologic diagnosis was papillary car- 
cinoma of the renal pelvis. No implants were 
observed in the ureter. The patient’s con- 
valescence was uneventful. 


Comment.—There are many silent le- 
sions of the kidney, and tumors can exist 
asymptomatically, for a long time. Some 
urologists have maintained that intraven- 
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Fig. 1 (Case of J. G.).—Intravenous pyelogram. 
Filling defect in upper calyx of right kidney. 


ous pyelographic studies should be rou- 
tinely performed before prostatectomy. 
This produces an economic problem in 
some cases. Often excretory urograms are 
not entirely satisfactory, and retrograde 
pyelographic study is omitted because of 
the prostatic obstruction that makes ure- 
teral catheterization difficulty. It is un- 
doubtedly a good urologic principle to per- 
form a complete urologic survey of every 
patient with prostatic disease and hema- 
turia, as well as every patient who has 
persistent hematuria after prostatectomy. 


Point 3.—Vesical, renal, ureteral and 
even urethral papillomas can coexist. The 
tumor in one of these organs may produce 
the presenting symptoms, and the other 
areas may be easily overlooked. 

F. S., aged 60, was admitted to the hos- 
pital because of hematuria. Cystoscopic ex- 
amination revealed papillomas around but 
not involving the right ureteral orifice. A 
hiopsy was done. The pathologic diagnosis 
was papilloma of the bladder. The tumors 
were fulgurated. Three months later a fol- 
low-up cystoscopic study revealed blood 
spurting from the right ureter and no evi- 
dence of local recurrence. A_ retrograde 
pyelogram (Fig. 3) showed a filling defect 
of the upper infundibular area of the right 
renal pelvis and a small defect at the upper 
and lower end of the right ureter. A right 
ureteronephrectomy was done. The pathologic 
diagnosis was papillary carcinoma of the 
renal pelvis. ; 

A similar situation can occur with vesical 
papillomas. Finding a potential source of 


162 


AUGUST, 1953 


bleeding in the bladder does not rule out 
pathologic change in the upper part of the 
urinary tract. 

M. A. G., aged 74, had intermittent gross 
hematuria for three years, during which time 
tiny papillary carcinomas at the vesical neck, 
proved by biopsy, were treated by fulgura- 
tion. Pyelographic studies revealed a tumor 
of the renal pelvis (Fig. 4). A ureteroneph- 
rectomy was done. The pathologic diagnosis 
was papillary carcinoma of renal pelvis with 
seedlings in the ureter and the bladder. 


Comment.—The tendency of renal papil- 
lomas to become implanted in the bladder 
is well known. There have been many re- 
ported cases in which there was no fur- 
ther recurrence of vesical papillomas after 
adequate ureteronephrectomy. Therefore, 
a careful investigation of the upper por- 
tion of the urinary tract is indicated for 
patients with recurrent vesical papillo- 
mas. 

Point 4.—Papillomas of the renal pelvis 
resemble vesical papillomas in many ways. 
They originate from transitional cell epi- 
thelium, are often multiple, reimplant 
themselves locally and tend toward malig- 
nancy. The renal papilloma is usually con- 
sidered benign and is composed of villi 
which have a central stalk of small blood 
vessels and loose areolar connective tissue 
surrounded by tiers of cells of the transi- 


Fig. 2 (Case of A. R.).—Retrograde pyelogram. 
Obstruction in pelvis just above ureteropelvic 
juncture. 
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Fig. 3 (Case of F. S.).—Retrograde pyelogram. 
Dilated upper calyx with large filling defect. 


tional type. It is thought that this tumor 
develops malignant characteristics, in- 
vades the submucosa and infiltrates the 
connective tissue. 

How long can a benign papilloma exist 
in the renal pelvis before malignant de- 
generative changes occur? In the follow- 
ing case one was present for five years. 

M. G., aged 43, on Sept. 18, 1946, noticed 
hematuria and also pain in the right lower 
abdominal quadrant which was referred 
down the penis. An intravenous pyelogram 
taken on September 14 (Fig. 5 A) showed the 
kidneys to be normal in contour and position. 
A small round calcified body in the left side, 
at the level of the spine of the ischium, was 
noted and was interpreted as a uretheral cal- 
culus. The pelves were of the intrarenal type, 
normal in size and regular in contour. The 
roentgenologist observed that the calyces on 
the left side were slightly spastic but made 
no mention of a filling defect. The patient’s 
symptoms disappeared in twenty-four hours. 
The urine specimens were strained, but the 
patient never recovered the calculus. In No- 
vember 1952 there was an attack of painless 
hematuria. An intravenous pyelogram was 


taken. The roentgen diagnosis was tumor of 
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the left renal pelvis. This was confirmed by 
retrograde pyelographic study (Fig. 5B). On 
Dec. 15, 1951, a nephrectomy was done. The 
pathologic diagnosis was benign papilloma of 
the renal pelvis. 

We then went back to the original intra- 
venous pyelogram taken on Sept. 14, 1946, and 
noted that the same filling defect was present 
in the pelvis of the left kidney, though prob- 
ably slightly smaller. 


Comment.—It is questionable whether 
a papilloma remains benign indefinitely. 
The natural history of papilloma of the 
renal pelvis is not as well known as that 
of the primary vesical papilloma. A renal 
papilloma can grow for many years before 
malignant degeneration or local implanta- 
tion occurs. 


Point 5.—The association of certain tu- 
mors of the renal pelvis with renal calculi 
and chronic infections has been noted. 
Oberkircher, Stanblitz, and Blick noted a 
26 per cent incidence of associated renal 
stones in their series of 15 cases of squam- 
ous cell carcinoma of the renal pelvis. 
Other authorities have reported similar 
incidences. Often the complicating patho- 
logic condition produces the primary clini- 
cal signs symptoms. The following case 
of a renal tumor complicated by hydro- 
nephrosis and a renal carbuncle is of in- 
terest. 


Fig. 4 (Case of M. A, G.).—Retrograde pye- 
logram. Filling defect in pelvis of right kidney. 
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Fig. 5 (Case of M. G.).—A, intravenous pyelogram taken in 1946. Filling defect was not observed. 
Filling defect slightly increased in size. 


B, retrograde pyelogram taken in 1951. 


V. D. V., aged 48, entered the hospital com- 
plaining of a dull ache in the right upper 
quadrant of four months’ duration and a loss 
of 15 pounds (6.8 Kg.) in weight. There was 
a mass the size of a grapefruit situated in 
the region of the right kidney. It was fixed 
and tender. The patient had a moderate after- 
noon elevation of temperature but no signifi- 
cant elevation of the white blood cell count. A 
retrograde pyelogram was taken (Fig. 6). The 
roentgen diagnosis was renal neoplasm. A 
nephrectomy was done. The pathologic diag- 
nosis was papillary carcinoma of the kidney 
with a gangrenous abscess cavity and calyceal 
hydronephrosis. 


Comment.—Hydronephrosis may com- 
plicate intrapelvic tumors, and these pro- 
duce symptoms when infection occurs. 
Chamberlin and MacMahon* reported a 
case of papillary carcinoma of the renal 
pelvis with extensive infected hydroneph- 
rosis and with intermittent signs and 
symptoms which they explained by the 
ball-valve action of a pedunculated tumor 
at the ureteropelvic junction. 


SUMMARY 


. 


Five cases, each demonstrating a point 
in the diagnosis of tumors of the renal 
pelvis, are reported and illustrated. The 


and MacMahon, H. E.: Papillary 


*Chamberlin, H. A., 
New England J. Med. 210: 


Carcinoma of tha Renal Pelvis. 
299-303 (Feb. 8) 1934. 
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authors emphasize the tendency of such 
tumors to exist asymptomatically for long 
periods, thus escaping detection. 


RESUMEN 

Se comunican é ilustran 5 casos, cada 

uno demostrando un detalle en el diagnés- 

tico de los tumores de la pélvis renal. Los 

autores hacen notar la tendencia de tales 

tumores de existir asintomaticamente por 
largos periodos, escapando su detencion. 


RESUME 


L’auteur discute en particulier 5 cas 
de tumeurs des bassinet. Souvent ces lési- 
onns passent longtemps inapergcus. 


SUMARIO 


Cinco casos, cada qual elucidando um 
ponto no que tange ao daignostico dos tu- 
mores do bacinéte, sao registrados e docu- 
mentados néste trabalho. 

Os autoéres chamam a atencao para a 
tendencia de tais tumdéres passarem de- 
sapercebidos por muito tempo, face a falta 
de uma sintomatologia evidente. 
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Fig. 6 (Case of V. D. V.).—Retrograde pye- 


logram. Note bizarre appearance of renal pelvis. 
Psoas shadows are well delineated. 
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ZUSAM MENFASSUNG 


Es werden fiinf Falle berichtet und 
illustriert, von denen jeder einen wichti- 
gen Hinweis auf die Diagnose einer Ge- 
schwulst des Nierenbeckens abgibt. Die 
Verfasser betonen, dass solche Geschwiils- 
te dazu neigen, lange Zeit symptomlos zu 
bestehen und daher der entdeckung ent- 
gehen. 


RIASSUNTO 


Vengono riferiti ed illustrati 5 casi di- 
mostrativi ai fini della diagnosi dei tumori 
della pelvi renale. Gli Autori sottolineano 
il fatto che tali tumori rimangono silenti 
per lunghi periodi, cosicché sfuggono fa- 
cilmente alla diagnosi. 


Illinois. 


UNIVERSITY OF ILLINOIS 
COLLEGE OF MEDICINE 
OFFERS COURSE IN BRONCHOESOPHAGOLOGY 


The next Bronchoesophagology Course to be given by 
the University of Illinois College of Medicine is sched- 
uled for October 19 to October 31 inclusive. The course 
is under the direction of Dr. Paul H. Holinger. 


Interested registrants will please write directly to the 
Department of Otolaryngology, University of Illinois 
College of Medicine, 1853 West Polk Street, Chicago 12, 
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Benign Leiomyoma of the Esophagus 


JACOB RABINOVITCH, M.D., F.I.C.S., D.A.B.S., RUDOLF NISSEN, M.D., F.I.C.S., (Hon.) 
AND PHINEAS RABINOVITCH, M.D. 
BROOKLYN, NEW YORK 


patients with benign leiomyomatous 

tumors of the esophagus. In the 
cases of 2 a correct diagnosis was made 
clinically and the tumors were removed at 
operation. In the remaining 5 the tumor 
was discovered incidentally at autopsy; 
the latter group of patients presented no 
clinical evidence indicative of the presence 
of a tumor. 

An analysis of 5,225 autopsies per- 
formed at the Jewish Hospital during the 
past thirty years showed an incidence of 
5 such tumors, or approximately 0.09 per 
cent. Moersch and Harrington! reported 
32 cases of leiomyoma of the esophagus 
among 7,459 autopsies performed at the 
Mayo Clinic, or an incidence of about 0.41 
per cent. From a general study of the 
medical literature bearing on this subject, 
one is impressed with the relative infre- 
quency of leiomyoma of the esophagus. 
Only sporadic cases are reported in which 
removal of these tumors proved successful. 
Harrington and Moersch? operated on 7 
patients with benign tumors of the esopha- 
gus, 2 of which were leiomyomas. One 
of the patients required partial removal 
of the esophagus, and he died of bilateral 
pneumonia on the fourth postoperative 
day. The second patient recovered after 
simple excision of the tumor from the mid- 
portion of the esophagus. Brock® stated 
that he was the first surgeon in England 
to achieve successful removal of a leiomyo- 
ma of the esophagus. 

Many benign tumors of the esophagus 
grow intraluminally and give rise to early 
obstructive symptoms. The intramural 
tumors, on the other hand, cause obstruc- 
tion only when they attain considerable 
size. They grow outwardly, even though 


Tost study deals with a group of 17 
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expansively, and encroach upon the lumen 
of the esophagus rather late. 

The growth of benign tumors of the 
esophagus is usually slow, and they may 
attain considerable size without giving 
rise to subjective symptoms. The develop- 
mental nature of this group of neoplasms, 
taken in conjunction with the customary 
age at which the benign varieties first 
make their presence felt, indicates that 
many if not most of them remain clinically 
latent for a number of years. There is no 
one physical sign or group of signs that 
can be regarded as pathognomonic of 
leiomyoma of the esophagus. There may, 
indeed, be no abnormality detectable upon 
examination until skiagrams of the esoph- 
agus, taken with the aid of fluid barium, 
are examined. On the other hand, if 
pressure symptoms are evident, corres- 
ponding signs are detected, which may 
vary from mild dysphagia to severe pain 
and regurgitation of food. 

In the following 2 cases a correct clini- 
cal diagnosis was made preoperatively. 


REPORT OF CASES 


CASE 1.—H. T., a 56-year-old man, was 
admitted to the Jewish Hospital on Sept. 28, 
1948. The chief complaint was pain over the 
left lower anterior aspect of the chest of three 
months’ duration. During the night he had 
had a sensation of sour fluid regurgitated into 
the nose, together with a choked feeling. This 
was followed by cough and expectoration of 
sour, yellow sputum. These symptoms were 
entirely absent during the daytime. When the 
patient was lying on the right side he had a 
dull pain in the left lower thoracic area, and 
when he lay on the left side it caused sour 
eructation. There was no hemoptysis and no 
appreciable loss of weight. 

Physical examination revealed the patient 
to be well developed and well nourished. He 
did not appear acutely ill. The pulse rate was 
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68 per minute, the respiratory rate 22, tem- 
perature 98.6 F. and the blood pressure in 
millimeters of mercury 100 systolic and 75 di- 
astolic. The eyes, ears, nose and throat were 
normal. The lungs were clear to percussion 
and auscultation. The heart was normal in size 
and free from adventitious sounds. The abdo- 
men was tender in the region of the gallblad- 
der. There was evidence of gallbladder calculi 
on roentgen examination. 

Fluoroscopic and roentgenographic exam- 
ination of the chest revealed an area of den- 
sity in the retrocardiac region. There was a 
definite delay in the passage of fluid barium 
through the lower third of the esophagus, the 
lowermost portion of the esophagus deviated 
rather sharply toward the left side. The clin- 
ical impression was that of a benign growth 
of the lower end of the esophagus, probably 
leiomyomatous. 

At operation, which was performed on Oc- 
tober 1, the left thoracic cavity was entered 
after resection of the seventh rib. A very 
bulky tumor mass was observed, encircling 
almost the entire circumference of the distal 
end of the esophagus; the tumor also extended 
into the proximal portion of the cardia of the 
stomach. An attempt was made to resect the 
growth away from the esophagus. It was then 
noted that the tumor involved all the coats of 
the esophagus except the mucosa, which was 
much thinned out. At one point the esopha- 
geal lumen was inadvertently opened, and it 
was found necessary to “remove the entire 
tumor-bearing portion of the esophagus, to- 
gether with the proximal end of the cardia of 
the stomach. The diaphragm was therefore 
opened after the left phrenic nerve had been 
crushed, and the entire distal end of the esoph- 
agus and the cardia of the stomach were mo- 
bilized. After ligation of the left gastric ar- 
tery, the left gastroepiploic artery and the 
vasa brevia, they were divided and the lesser 
curvature was cleared. The tumor-bearing 
portion of the esophagus, together with the 
proximal end of the cardia of stomach, was 
resected en masse and the stomach closed with 
a double layer of sutures. In this process the 
proximal end of the stomach was converted 
into an elongated tubular structure that could 
be readily brought into the chest for anasto- 
mosis with the esophagus. A new opening was 
made in the stomach to correspond in size with 
the lumen of the esophagus, and an esopha- 
gogastrostomy was performed as follows: Two 
layers of interrupted fine silk sutures were 
used, the first layer being seromuscular, the 
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second one through and through, approximat- 


ing the edges of the mucosa of the two organs. 
The union was made without the slightest ten- 
sion and finally lay some 12 cm. above the 
diaphragmatic opening, which was closed 
around the stomach and also sutured the stom- 
ach wall. In order to reinsure adequate circu- 
lation at the area of anastamosis, a portion 
of omentum was brought up through the dia- 
phragm to encircle the anastamosis. It was 
held in place with several sutures to both 
stomach and esophagus. A rubber catheter was 
then introduced through a separate stab wound 
in the ninth interspace, and the wound in the 
chest was closed. About 500,000 units of peni- 
cillin was left in the thoracic cavity. 

Postoperative recovery was uneventful, ex- 
cept for collection of serosanguinous fluid in 
the thoracic cavity after removal of the cathe- 
ter. The fluid had to be aspirated on several 
occasions, and after two weeks the patient left 
the hospital, having fully recovered from the 
operation. Temporary diarrhea developed 
which was attributed to section of the vagus 
nerve. 

Pathologic examination of the specimen re- 
moved at operation showed it to consist of a 
nodular mass of pink-grey tissue measuring 
12 by 9 by 5.5 cm. The free surface was cov- 
ered with a thick grey capsule; the inner sur- 
face was attached to a portion of the esopha- 
geal wall, of which only the mucosa remained 
intact. On cut section the tumor was seen to 
consist of numerous nodules of grey, firm tis- 
tue thrown into whorls. The nodules were 
irregular in size and sharply circumscribed, 
measuring up to 4 cm. in their greatest diam- 
eter. These nodules lay directly under the 
mucosa and were intimately connected with 
it. It was evident that all the coats of the 
esophageal wall had been replaced with tumor 
tissue except the thinned-out mucosa. 

Microscopically, the tumor was made up 
almost entirely of whorls of interlacing bun- 
dles of smooth muscle fibers enclosed within a 
well-formed capsule of fibrous tissue. In some 
areas the muscle fibers showed evidence of 
hyaline degeneration. There was no evidence 
of mitotic cell division, nor did the tumor in- 
filtrate the capsule, the blood vessels or the 
lymphatics. 

CASE 2.—This case has been reported in a 
previous communication® and will be briefly 
summarized here. The patient was a 56-year- 
old man who complained of esophageal obstruc- 
tion of short duration. Roentgenographic ex- 
amination revealed a defect in the midportion 
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of the thoracic part of the esophagus. A diag- 
nosis of benign leiomyoma of the esophagus 
was made. At operation a large tumor extend- 
ing from the inferior margin of the aortic arch 
to within 2 inches (5 cm.) below the level of 
the bifurcation was discovered and excised. 
The patient recovered fully from the opera- 
tion. Histologically the tumor proved to be a 
benign leiomyoma. 

In the remaining 5 cases the tumor was 
discovered accidentally in the course of 
routine autopsies performed for unre- 
lated disease. It was clear in each in- 
stance that the tumor did not contribute 
in any way to the cause of death. The 
respective ages of the patients and the 
causes of death in these cases are here 
tabulated: 


Age of 

Patient Cause of Death 
Carcinoma of colon 
Landry’s paralysis 
ee: Heart failure and cardiac hypertrophy 
Coronary and arterial sclercsis 


There were 3 female and 2 male pa- 
tients. The tumor in each instance was 
small, averaging 2 to 3 cm. in diameter. 
All were firm and well encapsulated, grow- 
ing intramurally and not encroaching upon 
the lumen of the esophagus. Microscopic 
examination of the various tumors showed 
a similar picture, the interlacing bundles 
of smooth muscle fibers characteristic of 
benign leiomyoma. 


COMMENT 


In spite of the infrequent occurrence of 
benign leiomyomatous tumor of the esoph- 
agus, the neoplasm is of interest not only 
from the pathologic but from the practical 
point of view. Although the tumor may 
occur at any age, it is most often encoun- 
tered in middle-aged or older persons. 
The ages of the patients in this series 
ranged from 56 to 71 years, averaging 61 
years. There were 4 male and 3 female 
patients. showing an approximately equal 
distribution of’ the neoplasm btween the 
two sexes. 

The clinical picture presented by this 


AUGUST, 1953 


group of cases of leiomyoma of the esopha- 
gus merits some detailed description, 
though in many respects the tumors fol- 
lowed the pattern previously described by 
other authors. The early signs and symp- 
toms by themselves are not distinctive, 
since there is no one physical sign or group 
of signs that can be regarded as pathog- 
nomonic. The tumor is usually slow- 
growing, and it may attain considerable 
size without giving rise to subjective 
symptoms. It becomes apparent only with 
the development of obstruction. The 
common symptoms are dysphagia, cough, 
substernal pain and regurgitation of food. 

Obviously, a benign growth of the 
esophagus may remain quiescent for many 
years. It may enlarge slowly and cause 
gradual compression of the esophagus. 
It may, on the other hand, grow rapidly 
and cause early compression of the organ. 
Diagnosis is therefore invariably late, as 
it is dependent on the onset of symptoms, 
and it is well recognized that the early 
symptoms of leiomyoma of the esophagus 
appear rather late in the course of the 
disease. There is necessarily a latent 
period between the earliest tumor forma- 
tion and the patient’s awareness of some- 
thing amiss, and the duration of this 
period cannot be established at present. 
Owing to the slow growth of this neo- 
plasm, by the time the disease has pro- 
duced symptoms of obstruction it has 
reached a considerable size. Fortunately, 
malignant transformation in a previously 
benign leiomyoma of the esophagus is the 
exception and not the rule, and conse- 
quently, delay in surgical treatment does 
not render the prognosis less favorable, as 
is the case with malignant growths of the 
same organ. 

In the group treated surgically in the 
present series the duration of symptoms 
was not long (approximately three 
months). The symptoms in each case 
were typical of compressions of the esoph- 
agus, and the tumor found at operation 
was very large and grew expansively into 
the wall of the organ. In the autopsy ma- 
terial, on the other hand, the tumors were 
small, not exceeding a few centimeters in 
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diameter, and their presence was not felt, 
therefore, during life. 

Roentgen examination is a major aid in 
diagnosis. An intramediastinal:shadow in 
the region of the esophagus, or displace- 
ment of the organ to one side, points 
toward the diagnosis of tumor. So too, 
interference with the smooth flow of fluid 
barium through the esophagus is indica- 
tive of an obstructive lesion of this organ. 
The defect produced in the esophagus by 
the growth yields a characteristic roent- 
gen picture that renders the diagnosis 
quite certainty. In obstruction of the 
csophagus, as in obstruction of any other 
hollow organ, the portion of the tube 
proximal] to the obstruction tends to dilate 
and the wall to become hypertrophied. 
This change in the contour of the organ 
gives rise to a unique roentgen picture 
and renders diagnosis unmistakable. 

The pathologic picture presented at 
operation is characteristic. The large 
tumor arising from the wall of the esoph- 
agus is so striking that one can scarcely 
fail to diagnose the condition at operation 
after having once viewed the lesion. The 
tumor frequently presents itself as a 
smooth, relatively immobile, hemispheric, 
firm swelling arising from the wall of 
the esophagus. It is usually confined to a 
segment of the wall, although in 1 of our 
patients it extended into the proximal 
portion of the cardia of the stomach. 

Leiomyoma originates in the smooth 
muscle cells of the muscularis of the esoph- 
agus and is often well demarcated from 
the other layers of the esophageal wall. 
All the tumors in our material, aside from 
difference in size, presented a unique ana- 
tomic picture which was common to the 
entire group. The tumors were firm and 
somewhat rubbery. They were homo- 
geneous masses, grey or pink, and arose 
from the muscular coat of the esophagus. 
The mucosa underlying the tumor was 
always well preserved, although in 1 in- 
stance it was very much thinned out. The 
direction of growth was fairly uniform, 
the tumor for the most part growing out- 
wardly, forming a bulge on the exterior 
of the organ. 
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For benign leiomyoma of the esophagus, 
surgical treatment is not as imperatively 
indicated as for malignant lesions of the 
same organ. Of course, the differential 
diagnosis between a benign and a malig- 
nant esophageal lesion at times may prove 
difficult, and it is well known that delay 
in treatment of a malignant tumor of 
the esophagus may prove disastrous to 
the patient. It is perhaps permissible, in 
the event of accidental roentgenographic 
discovery of a symptomless tumor, to 
withhold radical treatment if any other 
physical disability or an unfavorable 
mental reaction contraindicates it, pro- 
vided that repeated examinations with the 
aid of skiagrams demonstrate no tendency 
of the tumor to expand. In all other cases, 
bearing in mind the limitations of medical 
treatment and the complications that may 
result if such tumor is left untreated, one 
should consider seriously a_ surgical 
attempt to obtain a cure and, in most in- 
stances, advise it. Complete excision is 
the ideal to be aimed at when surgical in- 
tervention has been decided upon. 

It is clear that the location of the tumor, 
as well as its size, must be taken into 
account when the operative prospects are 
being reviewed. The most important 
factor in the surgical treatment of these 
tumors is the preservation of an adequate 
blood supply to the denuded esophageal 
wall that remains after extirpation of the 
neoplasm and may lead to necrosis, in- 
fection and disruption in the continuity in 
the wall. It must be noted in this con- 
nection that some portions of the esopha- 
gus do not possess an adequate collateral 
circulation, e.g., the midportion is poor 
in collateral circulation because of the 
segmental arrangement of the arteries at 
this point. This fact must be borne in 
mind when one is faced with a lesion of 
this portion of the organ, and skilful 
handling of this difficulty will often in- 
sure the success of an enterprise that will 
be doomed to failure if approached in a 
slipshod manner. 

* When the tumor is closely associated 
with the esophageal mucosa, the latter 
may be unavoidably entered during re- 
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moval of the growth. Closure of the rent 
in the mucosa may result in narrowing of 
the lumen. When this occurs in the lower 
end of the esophagus it is wise to utilize 
the opening for anastomosis with the 
stomach in the performance of an esopha- 
gogastrostomy; in this way stricture in 
the esophagus is prevented. 

Preservation of the vagus nerves, when- 
ever possible, should be the aim of the 
surgeon. In low esophageal resections, in 
which a concurrent complete vagotomy is 
almost always unwittingly carried out, 
serious complications involving the diges- 
tive tract are frequently bound to follow. 
Such was the case with our first patient, 
in whose case the resection had to be 
carried into the cardiac portion of the 
stomach, a procedure tantamount to a bi- 
lateral vagotomy. As the result of the im- 
mediate paralysis of the stomach and 
small intestine, which only gradually re- 
cover their tone and power of movement, 
certain unpleasant retention symptoms oc- 
cur. Almost complete gastric paralysis 
persists for two or three days; peristalsis 
then gradually returns, though it probably 
never reaches the same frequency and am- 
plitude as before. In addition to the im- 
mediate gastric paralysis, there is nearly 
always some degree of temporary post- 
operative dysphagia. This is the result of 
cardiospasm secondary to trauma inflicted 
on the esophagus and to interference with 
its nerve supply. It always passes off 
spontaneously within a few weeks, but 
while it exists it increases the tendency 
to gastric distention already present by 
aerophagy, which it encourages. These re- 
tention phenomena may be accompanied 
by mild regurgitation and vomiting and 
followed by transient diarrhea. In the ma- 
jority of cases these disturbances are rela- 
tively mild and are regarded by the pa- 
tient as of minor importance, but they 
may be more severe and last for many 
months. They tend to subside as the stom- 
ach and intestine recover their tone and 
peristalsis. 

The choice of operative procedure de- 
pends on the location of the tumor and the 
anatomic involvement of the wall of the 


AUGUST, 1953 


esophagus. The transpleural approach 
offers the best exposure of the esophagus. 
The prognosis in uncomplicated cases is 
usually good. 


SUMMARY 


Seven cases of benign leiomyoma of the 
esophagus are reviewed and discussed. In 
2 patients an accurate clinical diagnosis 
was made preoperatively and the tumors 
successfully removed. In the remaining 5 
cases the tumors gave rise to no symptoms 
during life and were discovered acciden- 
tally during routine autopsies. 

The signs and symptoms of these tu- 
mors of the esophagus are not distinctive 
until compression of the organ occurs. 
Skiagrams of the esophagus, taken with 
the aid of fluid barium, help considerably 
in establishing a diagnosis. 


RESUMEN 


Se revisan y discuten siete casos de leio- 
mioma benigno del eséfago. En 2 pacientes 
se hizo el diagnostico clinico exacto pre- 
operativamente y los tumores fueron ex- 
tirpados con éxito. En los 5 casos restan- 
tes los tumores no produjeron sintomas 
durante la vida y fueron descubiertos du- 
rante autopsias de rutina. 

Los signos y sintomas de estos tumores 
esofagicos no son definidos hasta que se 
produce compresion del é6rgano. La radio- 
logia esofagica tomada con la ayuda de 
bario liquido ayuda considerablemente al 
establecimiento del diagnéstico. 


ZUSAM MENFASSUNG 


Sieben Falle von gutartigem Leiomyom 
der Speiseréhre werden untersucht und 
erortert. Bei zwei Kranken wurde eine 
richtige klinische Diagnose vor der Opera- 
tion gestellt und die Geschwiilste erfol- 
greich entfernt. In den iibrigen fiinf Fal- 
len verursachten die Tumoren bei Leb- 
zeiten keinerlei Symptome, und ihre 
Entdeckung erfolgte als Zufallsbefund 
gelegentich der routinemissigen Obduk- 
tion. 
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Diese Geschwiilste der Speiseréhre ru- 
fen keinerlei eigentiimliche Krankheits- 
zeichen oder Beschwerden hervor, bis es 
zu einer Kompression des Oesophagus 
kommt. Die Réntgenuntersuchung der 
Speiseréhre mit fliissiger Bariumsuspen- 
sion stellt ein wesentliches diagnostisches 
Hilfsmittel dar. 


RESUME 


L’auteur rapporte en discussion 7 cas 
de léiomyome bénin de l’oesophage. Deux 
cas furent diagnostiqués avant l’opération 
qui a bien réussi. Les 5 autres cas furent 
découverts a la nécropsie. I] n’existe aucun 
trouble avant ceux causés par la compres- 
sion tumorale. Le diagnostic se fait par 
la radiologie. 


SUMARIO 


Sao registrados sete casos de leiomidma 
beigno do esdfago, em os quais um perfeito 
diagnostico pre-operatério seguido de cu- 
ra cirurgica foi feito em dois doentes, e 
os cinco restantes observados no curso de 
autopsias de rotina, uma vez que nao havi- 
am apresentado quaisquer sintOmas que 
fizessem os mesmos, durante a vida, se 
queixarem. 

Os sinais e sintémas désses tumores 
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apenas podem sér distinguidos quando ja 
acarretam compresséo do esdfago. Sao 
discutidos os méios auxiliares para o diag- 
nostico. 


RIASSUNTO 


Vengono esposti e descritti 7 casi di 
leiomioma benigno dell’esofago. Due volte 
fu fatta una precisa diagnosi clinica pre- 
operatoria e i tumori vennero successiva- 
mente asportati. Negli altri 5 casi i tumori 
furono clinicamente silenti durante la vita 
sicché costituirono reperti accidentali in 
caso di autopsia. La sintomatologia di tali 
tumori dell’esofago non é caratteristica fi- 
no a quando non si istituisce una sindrome 
da ostacolo. Lo studio radiologico dell’eso- 
fago a mezzo di pasto opaco aiuta conside- 
revolmente nel precisare la diagnosi. 
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Entrance of the Common Bile Duct into the Apex 
of a Duodenal Diverticulum 
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an unusual case in which the common 

bile duct entered into the apex of a 
diverticulum in the second portion of the 
duodenum. 

It is well established that duodenal di- 
verticula are not an uncommon roentgeno- 
logic entity. Approximately 65 per cent 
of the diverticula occur in the second por- 
tion of the duodenum, coming off the con- 
cave surface. Diverticula located in the 
immediate vicinity of the ampulla of Vater 
are designated as perivaterian. The di- 
rect entrance of the common bile duct into 
a duodenal diverticulum is, however, a 
rare clinical entity. 

Collet, Tirman and Caylor! reviewed the 
literature and found only 5 such cases 
reported prior to 1949, in which the con- 
dition was discovered at necropsy. These 
authors reported a case of their own, in 
which it was discovered by cholangiogram 
studies subsequent to cholecystectomy and 
choledochostomy with insertion of a T 
tube into the common duct. Recently 
Greenler and Curtis? reported a case in 
which the common duct entered into a 
duodenal diverticulum. This was dis- 
covered during a secondary exploration 
of the duodenum. Blegen, Swanberg and 
Cox* reported a case in which the entrance 
of the common bile duct into a duodenal 
diverticulum was associated with a duo- 
denal ulcer. . This was the first case re- 
ported in which the entrance of the com- 
mon bile duct into a duodenal diverticulum 
was recognized at initial celiotomy and 


Tn purpose of this paper is to report 
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successfully repaired. To the best of our 
knowledge, the case here reported is the 
second. 


REPORT OF CASE 


J. W., a white man aged 67, complained 
chiefly of pain in the right upper quadrant 
of the abdomen, radiating to the epigastrium. 
The pain was intermittent and colicky and 
was associated with nausea, vomiting, chills 
and fever. The patient had noticed the onset 
of these symptoms about two and one-half 
months prior to admission. He attended the 
gastroenterology clinic, and a gastrointestinal 
roentgen series revealed a diverticulum of the 
second portion of the duodenum (Fig. 1) 
which did not demonstrate retention of barium 
on the six-hour film. A _ gallbladder series 
showed poor concentration of the dye, with 
sluggish expulsion. Duodenal drainage studies 
revealed the presence of cholesterol crystals. 
Dietary and antispasmodic therapy was given, 
and the patient seemingly improved up to one 
month prior to admission, at which time the 
symptoms recurred and steadily increased in 
severity. He had lost 25 pounds (11.3 Kg.) in 
weight since the onset of symptoms. The past 
history was noncontributory. 

Physical examination revealed the patient 
to be poorly developed and in moderate dis- 
tress. The sclera appeared mildly icteric. 
There were marked dorsolumbar scoliosis and 
lordosis. There was tenderness in the right 
upper abdominal quadrant. A firm, round, 
tender mass was palpated below the right cos- 
tal margin. This mass could not be displaced 
by palpation. During the initial physical ex- 
amination a chill developed, followed by an 
elevation in temperature to 103 F. 

The red blood cell count was 4,200,000 and 
the white blood cell count 12,050 per cubic 
millimeter, with a shift to the left in the hem- 
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ogram. The icteric index was 21.8 units. The 
Van der Bergh test showed an immediate di- 
rect reaction. The prothrombin time was 
fourteen seconds (control was sixteen sec- 
onds). The value for cholesterol was 275 mg., 
and that for cholesterol esters 119 mg., per 
hundred cubic centimeters. The cephalin floc- 
culation test gave a negative result after forty- 
eight hours. The value for alkaline phospho- 
tase was 12.75 King and Armstrong units. The 
value for serum protein was 8.85 Gm. per 
hundred cubic centimeters. The albumin-globu- 
lin ratio was 1:1. The values for blood sugar 
and urea nitrogen were respectively 90 mg. 
and 14.8 mg. per hundred cubic centimeters. 
A culture of the blood was sterile after two 
days’ incubation. In milliequivalents, the val- 
ues for serum chlorides, serum potassium and 
serum sodium were respectively 80.2, 4.2 and 
141.4, 

After correction of dehydration and institu- 
tion of antibiotic therapy, operation was per- 
formed on Sept. 6, 1951 with the diagnosis of 
extrahepatic biilary obstruction probably due 
to a calculus of the common duct or a pancre- 
atic tumor. 

The abdomen was entered through a right 
subcostal incision with the patient under cy- 
clopropane, oxygen and ether anesthesia. Ex- 
ploration of the abdomen was negative except 
as presently described. The gallbladder was 
markedly dilated and thin walled as were the 
cystic duct and the common bile duct. A firm, 


Fig. 1.—Gastrointestinal roentgen series reveal- 
ing a diverticulum of the second portion of the 
duodenum. The diverticulum did not show reten- 


tion of barium on the six-hour film. 
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Fig. 2.—The above is a photograph taken of a 
drawing (by Mrs. Hassan Abtahi) of the ex- 
posure at operation. A, duodenal diverticulum 
coming off the second portion of the duodenum. 
B, terminal portion of the common duct entering 
into the apex of the diverticulum, revealing dilata- 
tion due to a calculus within its lumen. C, the 
duodenum reflected medially. D, the dilated gall 
bladder, 


round mass was palpated in the region of the 
ampulla, giving the impression of a tumor 
mass. The peritoneum of the lateral border 
of the duodenum was severed and the duo- 
denum reflected medially. Tedious dissection 
revealed a mass in the terminal portion of the 
common duct. The common duct in turn en- 
tered into the apex of a duodenal diverticulum 
(Fig. 2) in the second portion of the duo- 
denum. An incision was made in the terminal 
segment of the common duct, 2 cm. from the 
apex of the diverticulum, and the stone wes 
extracted. Through this opening the ampulla 
was probed and its entrance into the apex of 
the diverticulum verified. The common duct 
was then opened in its supraduodenal portion, 
and a T tube was inserted, with a long arm 
extending through the ampulla, diverticulum 
and well into the duodenum. The incision in 
the terminal segment of the common duct was 
closed with interrupted silk sutures, and the 
diverticulum was inverted with the long arm 
of the T tube in the duodenum. The patient 
made an uneventful recovery. The T tube was 
removed six weeks after the operation, and a 
subsequent gastrointestinal roentgen series 
showed no evidence of a duodenal diverticu- 
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lum. The patient was seen six months after 
the operation and was clinically well, with no 
recurrence of signs or symptoms. 


SUMMARY 


A case is reported in which the common 
bile duct entered into the apex of a duo- 
denal diverticulum, with an associated ob- 
struction of the common duct due to a 
calculus. 

To. the authors’ knowledge this is the 
second such case reported in the litera- 
ture in which the condition was recog- 
nized at celiotomy and successfully treated 
by surgical means. 

Inversion repaired the diverticulum, 
with no subsequent obstruction to the 
common bile duct or the pancreatic ducts. 


SUMARIO 


E apresentado um caso de obstrucao di- 
tiasica do coledoco, no qual o conduto bili- 
ar desembocava no vertice de um diver- 
ticulo duodenal. 

Segundo pensam os autores, é ésse 0 
segundo caso registrado na literatura, no 
qual a lesao foi descoberta no curse de 
laparotomia, sendo tratada com sucesso 
pela cirurgia. 


ZUSAM MENFASSUNG 


Es wird iiber einen Fall berichtet, in 
dem der Choledochus in die Spitze eines 
Duodenaldivertikels einmiindete und 
gleichzeitig durch einen Gallenstein ver- 
stopft war. 

Soweit den Verfassern bekannt ist, 
handelt es sich hier um den zweiten in der 
Literatur veréffentlichten Fall, in dem die 
Erkrankung. bei der Laparatomie erkannt 
und die chirurgische Behandlung erfol- 
greich war. 

Das Divertikel wurde durch Einstiilp- 
ung beseitigt, ohne dass es spater zu einem 
Verschluss des Choledochus oder des 
Bauchspeicheldriisenganges kam. 
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RIASSUNTO 


Viene riferito un caso in cui il coledoco 
faceva capo alla sommita di un diverticolo 
duodenale, ed era ostruito da un calcolo. 
A quanto n e pud dire l’autore questo é 
il secondo caso riferito nella Letteratura 
in cui la suddetta condizione anatomica 
costitui un reperto operatorio e venne trat- 
tata con successo chirurgicamente. II di- 
verticolo fu affondato senza che ne seguis- 
se l’occlusione del coledoco, e dei dotti 
pancreatici. 


RESUME 


Les auteurs rapportent un cas de calcul 
obstruant le cholédoque qui s’abouchait 
dan un diverticule du duodénum. Ce cas 
serait le second rapporté dans la littéra- 
ture. Le traitement fut chirurgical, une 
inversion du diverticule sans complication 
aux canaux pancréatiques. 


RESUMEN 


Se comunica un caso en el cual el con- 
ducto colédoco desemboca en el apex de 
un diverticulo duodenal, con una obstruc- 
cidn del colédoco debida a un calculo. 

Segun el autor, este es el segundo caso 
que se comunica a la literatura en la cual 
se reconocié esta condicién en la celioto- 
mia y se trat6 con exito por medios qui- 
rurgicos. 

Inversion, reparacién del diverticulo, 
sin obstruccién subsecuente del conducto 
comun de los conductos pancreaticos. 
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Surgical Treatment of Skeletal Metastases 


IRVIN STEIN, M.D., F.A.C.S., F.1.C.S., AND 
MARTIN L. BELLER, M.D. 
PHILADELPHIA, PENNSYLVANIA 


frequently confronts the orthopedist 

that it would be well to review the 
current concepts of diagnosis and treat- 
ment in the light of more recent advances, 
particularly in the field of surgical fixa- 
tion of pathologic fractures. Secondary 
skeletal malignant lesions are decidedly 
more frequent than primary malignant 
bone tumors. Of these secondary malig- 
nancies of the osseous system, the most 
common are carcinoma metastases by the 
lymphatic or blood stream. There may 
occasionally be direct extensions of a 
neighboring soft tissue malignant tumor 
into bone. In addition, the lymphomas or 
leukemias may rarely be present with pri- 
marily osseous manifestations. 

There is a variable incidence of skeletal 
metastases, depending upon the type of 
neoplasm. However, autopsy studies have 
shown that there appears to be no type of 
carcinoma incapable of metastasizing to 
bone. Coley has used the term “ossophile”’ 
to describe carcinomas which have a tend- 
ency to metastasize to bone. These include 
particularly carcinomas of the breast 
prostate, thyroid and kidney. It has also 
heen shown recently that many so-called 
Ewing tumors or endotheliomas of bone 
are really metastatic small cell carcinomas 
of the lungs, the so-called “oat cell” type.’ 
However, a true Ewing tumor of bone, 
which is highly malignant, is also en- 
countered. 

Metastases by retrograde lymphatic ex- 
tension favors bone nearest the primary 
growth. Thus, mammary carcinoma favors 
the ribs, the thoracic portion of the spine, 
and the skull. In prostatic cancer, it is 
the sacrum, the lumbar portion of the 
spine and the pelvis which are most com- 


Te problem of skeletal metastases so 
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monly involved. Hematogenous metastatic 
deposits may occur in any of the bones. 
They are, however, only rarely seen distal 
to the knees or elbows. 

There are two principal forms of bone 
metastases, osteolytic and osteoblastic. 
The osteoblastic lesion arises as a bone 
formative reaction to the stimulus of the 
tumor depositing in that area. It is not 
a metaplastic manifestation of the tumor 
itself. A similar bone formative reaction 
is observed in sensitive osteolytic lesions 
following radiotherapy. 

Most osteoblastic lesions result from 
carcinoma of the prostate. Occasionally a 
breast lesion may present a similar pic- 
ture. 

In an osteolytic lesion the bone tissue 
in the metastatic mass is destroyed, and 
occasionally the tumor mass may stimu- 
late a peripheral osteoblastic reaction, in 
which instance there will be osteosclerosis 
or periosteal new bone formation sur- 
rounding the lytic lesion. 

Blood Chemical Picture. — The blood 
chemical changes associated with carcino- 
ma metastatic to the skeletal system result 
from either the destruction or the repair, 
or both, of the involved osseous tissue. 
Osteoblastic lesions are accompanied by a 
local and often a general serum alkaline 
phosphatase elevation. Purely osteolytic 
lesions produce little or no rise in the alka- 
line phosphatase. 

The greater the degree of bone destruc- 
tion, the higher may be the serum calcium 
and phosphorus levels. Probably this ele- 
vation results from inability of the kidney 
to excrete the end products of bone lysis 
rapidly enough. Furthermore, this calcium 
may be protein-bound and therefore not 
as easily excreted. A serum calcium con- 
tent of 13 mg. per hundred cubic centi- 
meters of blood serum or above may cause 
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Fig. 1.—Pathologic fracture of humerus second- 


to metastatic carcinoma, showing cystic 


ary 
changes associated with the fracture. 


serious clinical symptoms—nausea, lassi- 
tude and even mental confusion. However 
this calcium rise is more apt to be of 
ionizable calcium resulting from rapid re- 
lease of calcium from the bone or a disuse 
factor, rather than from calcium released 
by tissue destruction in a protein (globu- 
lin) -bound form. 

Marked osteoblastic lesions may result 
in severe osteoid “hunger” for calcium 
and phosphorus, so that the blood levels 
and the excretion of these elements will 
not vary appreciably from the normal. 
Yet, the alkaline phosphatase content may 
become considerably elevated. In these 
lesions, evidences of hypercalcemic tox- 
icity are therefore not seen. It is actually 
possible for the bone attraction for cal- 
cium to be so marked as to cause tetany. 

Lesions of a degree intermediate be- 
tween those which are purely osteolytic 
and those which are purely osteoblastic 
may present intermediate blood chemical 
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pictures. In this instance, small] elevations 
in alkaline phosphatase, calcium and phos- 
phorus will be observed. 

The value for serum acid phosphatase 
is now recognized as a most important 
sign of metastatic cancer of the prostate. 

Osseous pain or even a pathologic frac- 
ture may be the first clinical evidence of 
a neoplasm. Secondary deposits may be 
noted at any time, at the first discovery 
of the primary tumor and even many 
years after it has been removed. 

The classic roentgenographic pictures 
of the various metastatic skeletal lesions 
will not be reviewed here. There are, how- 
ever, certain important observations that 
should be made. It has been shown many 
times that a normal roentgenogram does 
not exclude small metastatic foci in the 
marrow spaces. This is true particularly 
of the spine. The earliest evidence of a 
small metastatic lesion is an alternation of 
the trabecular pattern. Progressive ir- 
regularity and destruction of the lamellar 
bone occur. Fnally, confluent irregular 
areas indicate progressive invasion. 

Spontaneous fracture of a long bone is 
indicative of a pathologic fracture. A 
smooth, rounded margin with evidence 
of bone destruction on the roentgenogram 
is commonly found in metastatic lesions 
(Fig. 1). Sudden or persistent pain in the 
back with or without radiation in girdle 
fashion makes the spine suspect. 

In cases of vertebral collapse, differen- 
tiation between myeloma and osteolytic 
carcinomatosis is often difficult (Figs. 2A 
and 7). Fortunately, the differentiation 
is reasonably certain in that multiple mye- 
loma will show at least one of the follow- 
ing signs: Bence Jones proteinuria, plas- 
ma cells in peripheral blood or sternal 
puncture fluid and elevation of the total 
serum protein level with reverse of the | 
albumin-globulin ratio. 


Surgical Indications and Technics.—Os- 
seous metastases accompanied by impend- 
ing or actual pathologic fractures are a 
difficult problem. Although the course of 
terminal carcinoma is always a sad one, 
the pathologic fracture brings shock and 
profound pain. Yet support of the frac- 
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ture is imperative. The usual methods in- 
volving the use of plaster of paris sup- 
ports, splints and traction are often 
insufficient and have, moreover, confined 
patients to bed when the lesion involves 
the lower extremities. This results in fur- 
ther loss of bone substance from disuse, 
increased likelihood of renal disturbances 
and the additional problem of bedsores. 
Obviously another method, such as in- 
ternal fixation of the fracture, whenever 
possible, is desirable. 

Intramedullary fixation is, in our opin- 
ion, the treatment of choice for actual or 
impending pathologic fractures of the 
long bones. The clover-leaf nail of 
Kiintscher is used in the femur. In other 
long bones, especially the humerus, the 
three-point fixation technic of Rush is per- 
ferred. 

When actual pathologic fracture has oc- 
curred, the open method of intramedullary 
nailing is the procedure of choice. The 
nail is passed in a retrograde manner. In 
the femur, the lateral or posterolateral 
approach may be used. A biopsy specimen 
of the metastatic lesion may be taken at 
the time of surgical intervention. Addi- 
tional bone graft material, either autoge- 
nous or obtained from a bone bank, can 
be placed about the fracture. 

Examination of the extremely friable 
tissues in these osteolytic lesions at the 
time of operation makes it plain why 
earlier attempts at plate fixation have usu- 
ally failed. The invaded medulary and 
cortical osseous tissues are too soft to per- 
mit adequate fixation of the screws hold- 
ing the plate. It is for this reason that 
nails or plates for pathologic hip fractures 
may not routinely hold. However, in 
selected cases they may hold very well. 

One word should be said about the pre- 
operative preparation of a patient with 
advanced osteolytic carcinomatosis. The 
accompanying negative calcium balance 
must be remedied preoperatively and test- 
osterone continued postoperatively. 


In the event that the kidneys are per- 
forming normally, the calcium and phos- 
phorus intake must be increased. This can 
be done by diet and also by the use of 
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intravenous calcium gluconate through a 
continuous drip. 

Testosterone may be most helpful, for 
it preserves protein even at the expense 
of carbohydrates and fats, if necessary. 
Furthermore, it favors bone formation. 
When kidney function is maintained, it 
may be given with relative impunity, es- 
pecially if early ambulation is possible. 
Doses of testosterone may be 100 mg. 
daily for two weeks, then thrice weekly 
for two weeks; then 50 mg. two to three 
times weekly for an indefinite time there- 
after, or until a total of 3 to 5 Gm. has 
been given. 

Estrogens may be administered even to 
the male patient to increase bone produc- 
tion. A simple form is Premarin, 1.25 mg. 
one to three times daily. In women, even 
women of advanced age, some vaginal dis- 
charge may occur, but, of course, they 
should be informed of this possibility. 

Some metastatic lesions, especially from 
the breast, are dramatically affected by 
hormones. We have observed numerous 
fractures from metastatic breast tumors 
which have healed beautifully with intra- 
medullary fixation and either testosterone 
or estrogen therapy. 

So too, may some fractures due to pros- 
tatic metastatic tumors be expected to heal 
with estrogen therapy or after an orchiec- 
tomy. 

Huggins’ dramatic work in adrenalec- 
tomy is one of the great instances of pro- 
vocative thinking in the field of malignant 
diseases. 

If one speculates on the effect of the 
pituitary growth hormone on cartilage 
proliferation, the thought arises that ma- 
lignant disease of the cartilage cells may 
be slowed by hypophysectomy, as indeed 
may any tumor with severely active cellu- 
lar activity. 

Up to the time of writing our patients 
have been in the advanced stage. Some of 
these metastatic fractures have completely 
healed; in other cases only partial repair 
has been accomplished before death en- 
sued. We have nailed fractures of the sur- 
gical neck and have fixed intertrochanteric 
fractures. 
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Fig. 2.—A, pathologic compression fracture of the first lumbar vertebra secondary to metastatic 
carcinoma of the breast. B, pathologic fracture of femur, secondary to metastatic carcinoma, proba- 
bly of renal origin, 
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Fig. 8.—A, pathologic femoral fracture following intramedullary Kiintscher nail fixation. B, meta- 
static mammary carcinoma with pathologic fracture of the upper portion of the femur, before and 
after Kiintscher nail fixation 
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Fig. 4.—Metastatic femoral fracture, five months 
after intramedullary fixation, showing partial 
healing. 


Altman has reported healing of patho- 
logic fractures of the femur following in- 
tramedullary nailing.* Fitts has reported 
healing of a metastatic lesion causing 
fracture after fixation with a nail plate.* 

We have encountered no case in which 
there was sufficient evidence of impending 
fracture to require fixation. If such a case 
were observed, fixation would be used. 
Retrograde nailing would not be neces- 
sary here. Simple “blind” nailing with 
roentgenographic control would be the 
procedure of choice. 

We are reporting a rare case (Case 4) 
of spine fusion for malignant change in 
the vertebrae. True, the condition in this 
case simulated at the start a clear-cut clin- 
ical and roentgen picture of tuberculous 
spondylitis. For this reason, and since no 
lymph gland enlargement or other evi- 
dence of malignant disease could be de- 
tected, the fusion operation was _per- 
formed. The lymphogenous spread of the 
Hodgkin’s disease did not occur until later. 
Its importance to us now is based on the 
demonstration it affords that occasionally 
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a malignant focus in the vertebrae may 
be solitary and that stabilization by a 
spine fusion operation may give the pa- 
tient comfort, regardless of the ultimate 
prognosis of the underlying disease. 


REPORT OF CASES 


CASE 1.—E. S., a 59-year-old white woman, 
was admitted to the Stein Orthopedic Service 
of the Philadelphia General Hospital on June 
7, 1951. She had been complaining of pain 
in the left arm and right hip area for the pre- 
vious eight months. Analgesic medication by 
the family physician had been given, without 
relief. Two days before admission she had 
tripped in her home and had sustained a path- 
ologic fracture of the upper third of the right 
femur (Fig. 2B). In addition, the roentgeno- 
grams revealed a metastatic lesion of the 
surgical neck of the left humerus (Fig. 1). 

On June 13 an open reduction and intra- 
medullary fixation, with use of a 9 mm. by 38 
cm. Kiintscher nail, was performed (Fig. 3A). 

Flat plate examination of the abdomen re- 
vealed an enlarged left kidney. The intra- 
venous urogram revealed no function of the 
left kidney. Retrograde urographic studies 
were performed. 

After the operation the patient was ambu- 
latory with the assistance of crutches and with 
some weight bearing on the right femur with- 
in several weeks. On August 2 a foot-drop 
was noted on the right side, with diminished 
distribution over the fifth lumbar and first 
sacral dermatomes. Between July 12 and July 
19, roentgen therapy, to a total of 1,836 r each 
to the right femur and the left shoulder, was 
given. 

The patient did well for three months after 
the Kiintscher nailing... By September her 
condition had begun to deteriorate rapidly, 
and she again became bedridden. At the re- 
quest of the family she was discharged to her 
own home on October 4, and died there one 
week later. Permission for autopsy was not 
obtained. However, the pathologic report on 
the bone biopsy of June 13 was, “areas con- 
taining groups of epithelial cells with a clear 
cytoplasm, suggestive of renal origin.” 

CASE 2.—M. L., a 64-year-old white woman, 
was first admitted to the Stein Orthopedic 
Service of the Philadelphia General Hospital 
on Nov. 1, 1951. The patient had fallen one 
day before admission and had been unable to 
rise. There was severe pain in the upper part 
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of the left thigh. Clinical and roentgen ex- 
amination disclosed a pathologic fracture of 
the upper third of the left femur (Fig. 3B). 

The past history revealed that a right radi- 
cal mastectomy had been performed on March 
17, 1944, at another hospital. This was more 
than seven years before the occurrence of the 
pathologic fracture. The first metastatic symp- 
toms occurred in April 1951, with pain in the 
lower part of the back. Roentgen films taken 
in May at the institution where the mastec- 
tomy had originally been performed revealed 
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seventh to the twelfth thoracic and the fifth 
lumbar vertebrae, with pahologic compression 
fracture of the first lumbar vertebra (Fig. 
2A). In August, metastatic deposits in the 
lungs and ribs were noted. Since July the 
patient had been given testosterone (100 mg. 
three times weekly), with some relief of the 
pain in her back. No local roentgen therapy 
had been given prior to her admission to the 
Philadelphia General Hospital. 

On November 7 an open reduction with an 
11 mm. X 42 cm. Kiintscher nail was _ per- 
formed on the left femur (Fig. 3B). Three 


osteolytic metastatic lesions involving the 


Tig. 5.—A, multiple myzloma with paraplegia, showing compression fracture of ninth thoracic verte- 
bra and skull lesions. B, Pathologic fracture of femur in case of multiple myeloma, before and after 
fixation with Kiintscher nail and Parham bands. 
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Fig. 6.—Pathologic fracture due to multiple mye- 

loma in femur, four months after intramedullary 

fixation with a Kiintscher nail supplemented by 
a Parham band. Excellent callus formation. 


units of blood were given during the opera- 
tion. Postoperatively, high voltage roentgen 
therapy was given to the thoracic-lumbar por- 
tion of the spine and the left femur. Testoster- 
one was continued. 

It is of interest that this wide osteolytic 
carcinomatosis, blood chemical valves on No- 
vember 5 were normal: calcium, 10.5; phos- 
phorus, 2.8, and alkaline phosphatase, 2.5. 

Postoperatively the patient did extremely 
well and was permitted to become ambulatory 
on crutches. The lower extremities were noted 
to be equal in length on December 12, the date 
of discharge from the hospital. 

The patient did well until May 28, 1952, 
when it was necessary to readmit her to the 
Medical Service of the Philadelphia General 
Hospital for severe shortness of breath accom- 
panied by pulmonary edema. She failed to 
respond to diuretics, oxygen and digitalization. 
Small thoracenteses for fluid were done. Roent- 
genograms revealed partial healing of the left 
femoral fracture (Fig. 4). The patient went 
rapidly downhill and died on May 31. 
Autopsy was performed and revealed meta- 
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static mammary carcinoma with involvement 
of the supraclavicular and mediastinal lymph 
nodes and peritoneum, the liver, the vertebral 
column and the left femur. 

CASE 3.—L. D., a 65-year-old Negro woman, 
was admitted to the Neurology Service of the 
Philadelphia General Hospital on Dec. 27, 
1949. Her chief complaint was progressive 
inability to walk, which had increased rapidly 
over the two or three weeks preceding her 
admission. In addition, it was learned that 
there had been several episodes of abdominal 
pain since May 1949. 

Examination disclosed that the patient was 
suffering from spastic paraplegia. A sensory 
level was present at the tenth thoracic seg- 
ment. 

Lumbar puncture performed on December 
28 revealed an initial spinal fluid pressure of 
100 mm. There was no rise of the pressure 
on the Queckenstedt test. 

On December 20 a myelogram revealed a 
block at the ninth thoracic vertebra, with a 
compression fracture of this vertebral body 
(Fig. 5A). 

Taboratory studies of significance were as 
follows: The total protein content of the spinal 
fluid was 140 mg. The sedimentation rate was 
65. A test for total protein with the albumin- 
globulin ratio was not done until later in the 
patient’s hospital stay, but the results: were 
significant. The value for total proteins was 
7.5 and those for albumin and globulin 3 and 
4.5 respectively. 

Exploratory laminectomy was considered 
soon after admission, but had to be deferred 
because of the patient’s reluctance about sur- 
gery. 

Finally, on March 4, 1950, laminectomy in 
the region of the ninth thoracic vertebra was 
done and revealed a large extradural tumor. 
Pathologic study of a biopsy specimen from 
this mass revealed it to be a plasmocytoma. 

Subsequent sterile marrow puncture and 
iliac biopsy also revealed plasma cells, and the 
diagnosis of multiple myeloma was confirmed. 

After decompression, the signs of spastic 
paraplegia improved only slightly. Adjuvant 
high voltage roentgen therapy, centering over 
the ninth thoracic vertebra, was given. After 
this treatment the patient’s legs regained 
power to the point of enabling her to take a 
few steps. 

Her progress, however, was not such as to 
discharge from the hospital could be consid- 
ered. There was still pain the region of the 
abdomen. There was some pain in the back. 
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Limb power was only minimally improved. 
Patient was placed on a chronic ward in early 
1951. On October 19, while the patient was 
being moved in bed, she sustained a patho- 
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logic fracture of the upper third of the left 
femur (Fig. 5B). Operation had to be de- 
ferred until the hemoglobin level was gradu- 
ally brought, by means of transfusions of 


Fig. 7.—A, destructive spondylitis of first, second vertebrae, with laminographic studies, This le- 
sion later proved to be Hodgkin’s disease. B, film taken five months after spine fusion for Hodg- 
kin’s spondylitis of lumbar vertebrae. 
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Fig. 8.—Check plate showing initial Hodgkin’s mediastinal lymphadenopathy, progression and regres- 
sion with nitrogen mustard therapy. 


whole blood, from the level of 7.7 Gm. to that 
of 12.1 Gm. 

On November 6 a Kiintscher nailing was 
done. Because the femoral fracture was ob- 
lique, the intramedullary nailing was supple- 
mented with a Parham band (Fig. 5B). 

Postoperatively the patient did well. Pain 
at the fracture site disappeared. Despite the 
paraplegia, nursing attention became much 
easier after fixation of the fracture of the 
femur. A sacral decubitus ulcer which had 
been present preoperatively healed, because 
it was now possible to turn the patient freely. 
At the time of writing the patient still has 
marked muscle weakness. Although doubtful 
that her paraplegia will ever permit her to 
walk, fixation of the fracture has made her 
care in the chronic ward infinitely easier for 
the nurses and more comfortable for herself. 
Roentgenograms taken on Feb. 16, 1953, re- 
vealed excellent callus information (Fig. 6). 

CASE 4.—J. B., a 15-year-old white boy, 
was admitted to the Stein Orthopedic Service 
of the Philadelphia General Hospital on April 
16, 1951. His chief complain was pain in the 
midlumbar area of the back, of about one 
year’s duration. Roentgenograms revealed a 
destructive lesion of the first and second lum- 
bar vertebrae (Fig. 7A). Despite good pres- 
ervation of the intervertebral disc segment, 
the radiology department made a diagnosis of 
tuberculous~ spondylitis. 

An extensive workup was done. The pres- 
ervation of the intervertebral disc segment 
raised some question as to the diagnosis of 
tuberculous spondylitis. Tests with tuberculin 
of various strengths all gave negative. A low 
grade fever was present. Roentgenograms of 
the chest on May 2 revealed enlargement of 


the mediastinal lymph nodes. This was con- 
sidered due to tuberculous adenitis. 

From an orthopedic point of view it was 
obvious that a severe destructive lesion of the 
first and second lumbar vertebrae was pres- 
ent. The cause could not be clearly determined, 
but the advanced destruction made it neces- 
sary for some stabilization procedure to be 
performed if the patient were to resume a 
life without pain. 

Accordingly, on May 27, a spine fusion 
operation from the twelfth thoracic to the 
fourth lumbar area was performed. In the 
ladder technic used, tibial bone was fashioned 
into two paraspinal upright grafts with inter- 
locking crosspieces between the spinous proc- 
esses. 

The postoperative course was stormy. The 
patient’s nutritional status was never good. 
The wound healed slowly, with several areas 
of reaction to catgut sutures. The fever con- 
tinued for three months after the operation, 
despite the use of penicillin and streptomycin. 
The patient was finally discharged to his home 
on August 25, wearing a plaster of paris body 
jacket. 

He was readmitted on November 2 for re- 
moval of the plaster jacket and was fitted with 
a Knight spinal brace (Fig. 7B). Roentgen 
studies at this time revealed progressive en- 
largement in the mediastinal area. In addi- 
tion, an enlarged lymph node in the left supra- 
clavicular region was noted. Tuberculin tests 
on this admission again gave negative results. 

On December 2 biopsy of a specimen from 
the left supraclavicular node was carried out. 
The lesion proved to be Hodgkin’s disease. 

Immediate high voltage roentgen therapy 
to the lumbar portion of the spine was insti- 
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tuted. Nitrogen mustard therapy in appro- 
priate doses was also given. Note the reversal 
of the mediastinal lymphadenopathy (Fig. 8). 

The subsequent therapeutic problem and the 
eventual unfavorable course of the Hodgkin’s 
disease are not relevant to this presentation. 
Fusion of the spine in the involved lumbar 
area gave an excellent immediate therapeutic 
result as far as the disappearance of pain was 
concerned. This type of problem is, of course, 
extremely rare, as most lymphomas are more 
widespread at the time of their initial clinical 
detection. 


SUMMARY 


The orthopedist’s role in the diagnosis 
and treatment of skeletal metastatic le- 
sions is presented. The various origins of 
the carcinomas that commonly metasta- 
size to the osseous system are reviewed. 
The roentgenographic and blood chemical 
data associated with the osteolytic and 
osteoblastic and mixed types are dis- 
cussed. 

Intramedullary nailing is shown to be 
clearly indicated for the stabilization of 
actual or impending pathologic fractures 
of the long bones. The particular applica- 
tion of the Kiintscher intramedullary clo- 
ver-leaf nail in pathologic fractures of the 
femur is illustrated by 3 cases. 

A rare case of Hodgkin’s disease, or- 
iginating as destructive spondylitis of the 
lumbar spine, is reported. Temporary 
excellent clinical relief of back pain was 
obtained by a spine fusion operation. The 
subsequent lymphagenous dissemination 
was temporarily controlled by high volt- 
age roentgen therapy and the use of nitro- 
gen mustard. 


ZUSAM MENFASSUNG 


Es wird eroértert, welche Rolle dem 
Orthopaden in der Diagnose und Behand- 
lung von Geschwulstmetastasen im Knoch- 
ensystem zufallt. Es wird ein Ueberblick 
iiber die verschiedenen Ausgangspunkte 
der Karzinome, die gewoéhnlich zu Knoch- 
enmetastasen fiihren, gegeben. Die Be- 
funde des Réntgengildes und der che- 
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mischen Blutuntersuchung, die bei osteoly- 
tischen, osteoblastischen und gemischten 
Formen von Knochenmetastasen auftre- 
ten, werden erortert. 

Die intramedullire Nagelung ist ein- 
deutig indiziert zur Schienung einer beste- 
henden oder drohenden pathologischen 
Fraktur der langen Réhrenknochen. Die 
spezielle Anwendung des Kiintscherschen 
intramedullaren Kleeblattnagels bei path- 
ologischen Oberschenkelbriichen wird 
durch drei Krankheitsfalle erlautert. 

Ein seltener Fall von Hodgkinscher 
Krankheit, die zu einer destruktiven Spon- 
dylitis der Lendenwirbelsaule fiihrte, wird 
berichtet. Chirurgische Fusion der Wir- 
belsdule hatte klinische einen ausgezeich- 
neten temporiren Einfluss auf die Riicken- 
schmerzen. Die spater erfolgende lympho- 
gene Aussaat der Erkrankung wurde 
zeitweilig durch Hochvolt-Réntgenbe- 
strahlungen und durch Stickstoff-Lost 
kontrolliert. 


RESUME 


Le role du chirurgien orthopédiste est 
préconisé lorsqu’il s’agit du diagnostic et 
du traitement de lésions métastatiques. 
L’auteur passe enrevue les lésions osseuses 


avec leurs métastases. L’auteur disserte 
aussi sur les examens de sang et de radio- 
logie. Dans les fractures des os longs, 
l’usage de clou est préconisé; en particu- 
lier celui de Kuntscher dans les fractures 
du fémur. L’auteur rapporte un cas curi- 
eux de maladie de Hodgkin’s avec compli- 
cations osseuses de la colonne lombaire. Le 
traitement de la douleur fut fait par une 
fusion osseuse de la colonne tandis que la 
dissémination lymphatique fut arrétée par 
la radiothérapie. 


RESUMEN 


Se presenta el papel del ortopedista en 
el diagnostico y tratamiento de las metas- 
tasis esqueléticas. Se revisa los diversos 
origenees de los carcinomas que comun- 
mente metastatizan el sistema esquelético. 
Se discuten los datos quimicos y roentgen- 
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ograficos asociados con los tipos osteoblas- 
tico.y osteoclastico. 

Se muestra que el enclavijamiento in- 
tramedular esta indicado claramente para 
la estabilizacién de fracturas ocurridas y 
por ocurrir en los huesos largos. Se ilustra 
con 3 casos la aplicacién del clavo intra- 
medular de Kuntscher en fracturas del 
fémur. 

Se comunica un caso raro de enferme- 
dad de Hodgkin produciendo una espon- 
dilitis de la columna lumbar. Se obtuvo 
excelente mejoria del dolor lumbar por 
medio de una operacién de fusién de la 
columna vertebral. La diseminacién lin- 
fogena subsecuente fué controlada tempo- 
ralmente por terapia roentgen de alto vol- 
tage y por el uso de mostaza nitrogenada. 


SUMARIO 


Os autores discutem no seu trabalho o 
papel do ortopedista no diagnostico e tra- 
tamento das lesédes metastaticas do esque- 
léto, as diferentes origens dos carcinédmas 
que comumente dao metastase para 0 sis- 
téma 6sseo, o emprego da radiologia e dos 
exames quimicos do sangue especialmente 
quanto aos dados por éles fornecidos em 
relacéo aos tipos osteoliticos, osteoblasti- 
cos e aos tipos mixtos. 

O cravejamento intra-medular é ondi- 
cado para estabilisacaéo das fraturas dos 
ossos longos, sendo apresentadas ilustra- 
cdes de trés casos de emprego do precesso 
de Kuntscher em fraturas patologicas do 
femur. E tambem apresentado um caso 
raro de doenca de Hodgkins, ocasionando 
uma espondilite destrutiva da coluna lom- 
bar, em o qual foram conseguidos excelen- 
tes resultados temporarios quanto a dor 
das costas, pela intervencao processada. 
Os autores aconselham o emprego de ra- 
dioterapia profunda e o emprego da mu- 
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starda, num contr6dle temporario da dis- 
seminacao linfatica do processo maligno. 


RIASSUNTO 


Viene trattata la funzione dell’ortopedi- 
co nella diagnosi e nella cura delle meta- 
stasi ossee. Vengono ricordati i vari tipi 
di tumore che di solito danno metastasi 
allo scheletro e gli elementi radiologici ed 
ematochimici che caratterizzano i tumori 
osteolitici, osteoblastici e misti. 

L’inchiodamento midollare rappresenta 
il metodo migliore per curare una frat- 
tura patologica in atto o minacciante in 
un osso lungo. Viene illustrato per mezzo 
di 3 casi il particolare impiego del chiodo 
intramidollare di Kuntscher nelle fratture 
patologiche del femore. Viene riferito un 
caso di morbo di Hodkin che inizid con una 
spondilite distruttiva della colonna lomba- 
re; si ottenne un eccellente risultato clinico 
contro il dolore mediante un intervento sul 
rachide, La successiva disseminazione lin- 
fogena fu dominata, per un certo tempo, 
con roentgenterapia ad alto voltaggio e 
azioprite. 
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Ureteral Injuries Following Pelvic Operations 


PARK NICELEY, M.D., F.I.C.S. 
KNOXVILLE, TENNESSEE 


vic operation is a fairly common sur- 

gical complication. Articles on this 
subject are becoming more prevalent in 
the literature. Because of the close associ- 
ation of the ureters with the broad liga- 
ments and the cervix and the presence of 
ureters in abnormal positions, it bchooves 
the surgeon to be careful of his ties and 
clamps while operating in the pelvis. 
Slight contusions may cause no symptoms 
except moderate pain, tenderness and 
probable hematuria. If the tear is com- 
plete, a urinary fistula, either into the va- 
gina or through the abdominal wound, or 
an abscess formation may occur. 

Management of Immediate Injury.— 
One or both ureters may be ligated during 
the operation. If a diagnosis of ligation 
of one or both ureters is made, operation 
and deligation should be done immedi- 
ately. No one investigator has had suffi- 
cient personal experience in such cases to 
draw any detailed conclusions. The sur- 
geon should repair the injury if it is 
found at the time of the operation or call 
for assistance in splinting the ureter or 
transplanting the proximal end into the 
bladder. Nephrectomy performed without 
knowledge of the condition of the other 
kidney should receive the severest con- 
demnation. 

Management of Late Injury.—Many 
unilateral injuries give rise to no symp- 
toms; hence, such accidents occur more 
frequently than reports in the literature 
would indicate. Bilateral ligation may 
manifest itself first by symptoms of anu- 
ria. In such cases, the patient may not 
have pain referable to the kidney region, 
but if the obstruction is not relieved in 
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four to seven days, uremia results. As- 
sociated visceral injuries are common, and 
if the peritoneum is torn peritonitis re- 
sults. If the tear is extraperitoneal, tume- 
faction results and is usually in the loca- 
tion of the tear. Whenever the diagnosis 
of ligation or a rent in the ureter is made, 
exploration should be done and conserva- 
tive surgical intervention re if pos- 
sible. 


Manipulation of Ureteral Calculus.— 
Ureteral rupture with extravasation of 
urine, cellulitis and abscess formation 
may follow ureteral manipulation for re- 
moval of a calculus in the pelvic portion 
of the ureter or in dilatation of a urethral 
stricture, if extreme gentleness is not 
exercised. 

The stone basket or any other rigid 
instrument on the market for manipula- 
tion and removal of stone must be used 
with caution. If the operator is aware 
that he has pierced the wall of the ureter, 
a catastrophe may be avoided by passing 
a ureteral catheter up the ureter to the 
renal pelvis, leaving the catheter in posi- 
tion for a few days. Many small injuries 
will heal spontaneously, but if the ureter 
cannot be catheterized, an exploratory 
operation, with repair of the ureter, is im- 
perative. 


REPORT OF CASES 


The following case reports are illustra- 
tive of the type of cases encountered and 
the form of surgical intervention under- 
taken. 

CASE 1.—Mrs. O. F., aged 40, came to the 
Acuff Clinic on April 9, 1947, complaining of 
involuntary urination since an operation some 
three months earlier. She was well developed, 
poorly nourished and in an uncomfortable 
condition. A letter written by her physician 
stated that he had performed a hysterectomy 
on January 14 and that seven days later the 
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patient began to pass part of her urine through 
the vagina. He stated that the operation was 
not a difficult one, and that he was very much 
surprised at this development. 

A speculum was placed in the vagina and at 
the right upper fornix a small opening was 
observed, through which urine passed. A 
catheter could not be passed up this fistulous 
tract. 

Cystoscopic examination revealed normal 
bladder mucosa. A No. 6 catheter was in- 
serted in the left ureter to the kidney pelvis, 
meeting no resistance. The right catheter 
passed about 3 cm. and met obstruction. Many 
attempts were made with catheters of differ- 
ent sizes but none would pass the constriction. 
Indigo carmine returned from the catheter in 
the left kidney in four minutes. No dye was 
seen passing out from the right orifice, but 
examination of the urine coming from the va- 
gina revealed a blue discoloration. 

An intravenous urogram showed both kid- 
neys to present a very good appearance, and 
the opaque medium was seen in the vagina 
(Fig. 1A). This was definitely a uretero- 
vaginal fistula. 

Nephrectomy was the procedure of choice 
because of the high stricture of the ureter, 
the age of the patient, her poor financial con- 
dition and a good functioning kidney on the 
left side. The interval between the two opera- 
tions was approximately four months, right 
nephrectomy being performed on May 1. The 
patient made an uneventful recovery. 

CASE 2.—Mrs. M. G., aged 20, came for con- 
sultation complaining of incontinence of urine. 
Her physician told me that during the repair 
of a third-degree laceration considerable hem- 
orrhage was present on the left side and thet 
it was controlled by grasping the tissue with 
a hemostat and many deep sutures. The sur- 
geon thought that during this procedure the 
left ureter was ligated or ruptured by the 
needle. Two days after the operation severe 
pain was present in the region of the left 
kidney. The pain lasted for about three days 
and was relieved after urine began to appear 
through the vagina. 

On May 1, 1948. a No. 24 cystoscope wes 
passed without difficulty. The urethra and 
bladder were normal. The left ureteral orifice 
was swollen and distended, and a No. 6 cathe- 
ter passed only 1.5 cm. The right orifice was 
essentially normal and a No. 6 catheter 
passed, meeting no obstruction. The indigo 
carmine passed from the right catheter in four 
minutes, but no dye passed through the left 
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ureteral orifice. At this time an intravenous 
pyelogram was taken. Diodrast made its ap- 
pearance from the right kidney in five minutes, 
but there was some delay in its appearance 
from the left kidney. The pyelogram revealed 
hydronephrosis with pyelonephritis on the left 
side (Fig. 1B) and a normal kidney on the 
right side. 

On May 28 the left kidney, which showed 
pyelonephritis with hydronephrosis, was re- 
moved. Recovery was uneventful, and the pa- 
tient’s general condition was very good at the 
time. 

CASE 3.—Mrs. D. F., aged 38, came to the 
office complaining of pain over the bladder 
region and in her left groin. A hysterectomy 
had been done in February 1947. The patient 
stated that she had not “felt good” since that 
time. 

Cystoscopic examination on July 31 revealed 
an essentially normal urethra and bladder, but 
a catheter could not be passed up the left 
ureter beyond 4 or 5 cm. (Fig. 2A). There 
was definite obstruction, and after two at- 
tempts with catheters and bougies the obstruc- 
tion still could not be passed. The right kidney 
was apparently normal, and indigo carmine 
returned from the catheter in four minutes. 
An excretory urogram showed a partially 
functioning left kidney. The catheter was 
passed up the left kidney to the obstruction 
and 10 cc. of sodium iodide injected. The 
iodide passed up the catheter and a satisfac- 
tory film was made. 

On November 4, with the patient under 
sodium pentothal anesthesia, a midline incision 
was made extending through the fascia, sep- 
arating the muscles and opening the perito- 
neum. The posterior peritoneum was opened, 
dense adhesions were observed around the ure- 
ter. These adhesions were freed, and from all 
appearances the ureter had been ligated. 
Closure was done as usual without drainage. 

At cystoscopic examination Feb. 6, 1948, 
Nos. 6 and 7 catheters passed up the left ure- 
ter with ease. Phenolsulfonphthalein was 
injected into the vein and returned in three 
minutes. On the other occasion the indigo car- 
mine returned through the left orifice very 
faintly in twelve minutes. The patient still 
had some discomfort in the pelvis, although 
she had greatly improved. 

CASE 4.—Mrs. M. P., aged 27, came to the 
office on Feb. 25, 1949, complaining of pain 
over the right kidney. This pain began a few 
days after she underwent a hysterectomy after 
a uterine rupture on January 24. Her physi- 
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cian informed me that the day after the oper- 
ation severe pain developed in the right lum- 
bar region, which continued for about a week. 
The pain was intense and required opiates. 
She had a stormy convalescence and was in a 
weakened state at this time. 

The patient had been married for four years, 
and two years prior to the January 1948 epi- 
sode had undergone a cesarean section. Her 
doctor had planned a second cesarean section, 
but one week in advance of the scheduled 
operation a ruptured uterus, with its resultant 
severe pain and abdominal distress, caused her 
collapse. Her physician stated that there was 
considerable hemorrhage present in the right 
broad ligament and that numerous sutures 
were necessary; hence, he was not surprised 
at the accident. 

Cystoscopic examination revealed normal 
urethral and bladder mucosa. A No. 6 catheter 
passed up the left side with ease; however, a 
No. 4 encountered blocking about 6 cm. above 
the right orifice. Indigo carmine appeared from 
the left side in three minutes and concentrated 
well in six minutes. The dye appeared faintly 
from the right side in five minutes and con- 
centrated in ten minutes. Pyelograms revealed 
a definite stricture formation about 6 cm. 
above the right orifice, which was just below 
the brim of the pelvis. The patient’s physician 
thought that he had tied off the ureter, as the 
operation was very difficult and considerable 
hemorrhage was present. Figure 2C shows 
the deformity in the lower third of the right 
ureter, which was damaged during the hys- 
terectomy. 

CASE 5.—Mrs. M. B. A., aged 73, was first 
seen in the office March 6, 1950, complaining 
of dribbling of urine and discomfort while 
wearing a urinal. Her general condition was 
fair for a woman of her age, but she had not 
regained her weight since undergoing an op- 
eration on January 5 for carcinoma of the 
rectum. Her general surgeon performed an 
abdominoperineal resection, a vaginal hysterec- 
tomy and a bilateral oophorectomy. The pa- 
tient made an uneventful recovery and her 
condition was good until the ninth postopera- 
tive day, when she began to pass urine through 
the vagina. She left the hospital wearing a 
urinal, and after recuperating returned to see 
me for the vaginal leaking. 

Cystoscopic examination revealed normal 
mucosa, with the orifices in the usual position. 
No vesicovaginal fistula was present. The 


right ureter was catheterized, but the catheter 
was blocked about 8 cm. up the left ureter. 
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Indigo carmine returned from the right in six 
minutes. No urine came out through the left 
catheter. The drainage from the vagina was 
a pale blue color. 

Pyelograms were made by injecting a con- 
trast media up the catheters. The right kidney 
was essentially normal. A pocket about 4 
inches by 1 inch (10 by 2.5 cm.) was present 
in the lower third of the left ureter. An intra- 
venous pyelogram was made, which revealed 
some dilatation of the left kidney pelvis and 
calyces with delayed emptying . : 

After much deliberation left nephrectomy 
was decided upon as the procedure of choice, 
for the patient was very anxious to be relieved 
of the urinary drainage. A left nephrectomy 
was performed in the usual manner, and the 
patient underwent the procedure in an excel- 
lent manner. Her condition was satisfactory 
until the eighth postoperative day, when there 
occurred an elevation in temperature and a 
paralysis on the left side of the body. Her 
condition became worse, and a diagnosis of 
cerebral hemorrhage was made. The patient 
became conscious, but on the twenty-fifth 
postoperative day died of bronchial pneumonia. 

CASE 6.—Mrs. V. W., aged 58, came to the 
Clinic complaining of urinary incontinence fol- 
lowing a hysterectomy performed five months 
earlier. She had a stormy postoperative course, 
and urine began to leak from the vagina on 
the seventh postoperative day. 

Cystoscopic examination revealed a normal 
bladder except for a large round right orifice 
of the golf hole type. A catheter passed up the 
left ureter, meeting no obstruction. There was 
blockage up the right ureter 2 cm. from the 
orifice. Urine could be seen in the upper right 
vaginal vault. Cystoscopic examination was 
done one week later, and the catheter passed 
into the right orifice, coming out through the 
vagina. 

The left kidney was normal, and a right 
nephrectomy was advised, with repair of a 
vesicovaginal fistula if there should be a back- 
flow of urine from the bladder into the vagina. 

CASE 7.—Mrs. E. L., aged 55, was admitted 
to the hospital with the chief complaint of 
pain in the rectum and blood in the stools. 

These symptoms had been present for one 
year. The patient stated that there had been 
no pain in the rectum until the time blood was 
noticed in the stools. She began losing weight, 
felt weak, became restless and suffered a loss 
of appetite. Pain in the rectum became severe, 
and she continued passing fresh blood. She 
consulted her local physician, who advised im- 
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mediate hospitalization. She stated that she 
had lost 50 to 60 pounds (22.7 to 27.2 Kg.) 
in weight in the past two years. 

Carcinoma of the rectum was diagnosed by 
biopsy. Further examination revealed that 
the patient was otherwise in fairly good con- 
dition. The electrocardiogram was within 
normal limits. The patient’s proctologist per- 
formed an abdominoperineal resection, com- 
pletely removing the lower portion of the sig- 
moid and the rectum. 

The patient was seen by me on Oct. 16, 
1951, on the seventh postoperative day. At 
that time considerable drainage was present 
from the rectal wound and had been present 
for five days. She had been wearing a cathe- 
ter in the bladder, although part of the urine 
still escaped through the lower rectal wound. 
Her condition was good except for the drain- 
ing of the urine. 

The patient was taken to the operating 
room for cystoscopic examination. The exami- 
nation revealed much trauma to the left pos- 
terior lateral wall of the bladder, although no 
particular opening through the bladder muco- 
sa was noted. It was observed that two areas 
in the posterior wall of the bladder might 
possibly have been punctured by needle, and 
some leaking might be flowing into the rectal 
wound. Catheters were placed in the ureters, 
and no obstruction was present in either. The 
catheters were left in the ureters for drain- 
age. No leaking was present from the wound 
as long as the catheters were present, although 
after they were removed three days later 
urine returned from the wound. The patient 
was taken back to the operating room, the ure- 
ters were dilated and films were made. The 
pyelograms were essentially normal after re- 
moval of the catheters, and on injection of the 
media into the ureters the presence of a fistu- 
lous tract from the lower third of the right 
ureter into the wound could be detected (Fig. 
3, A and B). The patient was advised to be 
up in a chair and to walk. No more leakage 
was present, and the wound rapidly healed. 
The patient left the hospital in good condition. 


COMMENT 


Obstruction of one ureter is encountered 
fairly often during cystoscopic examina- 
tion and catheterization of the ureters. 
Pain may be present on the particular side 
or, on the contrary, there may be no symp- 
toms. A careful history may date back to 
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symptoms following pelvic surgical pro- 
cedures. 

During the past 4 months I have seen 
in the Clinic 2 patients who have under- 
gone nephrectomy after pelvic operations. 
Both stated that the lesions in their cases 
were diagnosed as ureterovaginal fistulas. 


SUMMARY AND CONCLUSIONS 


Many unilateral ligations are not recog- 
nized but are discovered during cysto- 
scopic procedures and catheterization of 
the ureters. 

When complete anuria follows an ex- 
tensive pelvic operation, one should con- 
sider occlusion of the ureters rather than 
adopt the diagnosis of suppression of urine 
resulting in death of the patient. 

Bilateral nephrostomy is a life-saving 
procedure after double ureteral ligation 
when the patient’s condition is grave. 

After many attempts at ureteral cathe- 
terization have failed, open operation and 
transperitoneal deligation may prevent 
further destruction of the kidney. 

Seven cases are reported. In Case 1, 
under normal conditions, transplantation 
of the right ureter into the bladder or 
sigmoid colon would have been done. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Einseitige Unterbindungen des Harn- 
leiters bleiben haufig unerkannt, bis sie 
durch die Zystoskopie und Harnleiterka- 
theterisierung entdeckt werden. 

Wenn nach einer ausgedehnten Becken- 
operation komplette Harnverhaltung auf- 
trit, soll man eher an einen beiderseitigen 
Harnleiterverschluss denken, als sich auf 
die Diagnose einer zum Tode fiihrenren 
Unterdriickung der Harnproduktion 
einzulassen. 

Wenn sich der Kranke nach beiderseiti- 
ger Harnleiterunterbindnug in bedroh- 
lichem Zustand befindet, stellt die Beider- 
seitige Nephrostomie einen lebensretten- 
den Ejingriff dar. 

Nach dem Versagen wiederholter 
Versuche, die Harnleiter zu katheterisier- 
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en, kann ein chirurgischer Eingriff mit 
transperitondischer Entfernung der Liga- 
tur unter Umstanden einer weiteren Zer- 
stérung der Niere vorbeugen. Es liegen 
sieben Krankheitsberichte vor. In Fall Nr. 
1 ware unter normalen Voraussetzungen 
eine Einpflanzung des rechten Harnleiters 
in die Blase oder in das Colon sigmoideum 
ausgefiihrt worden. 


RESUME 


Plusieurs ligatures de l’uretére sont dé- 
couvertes a l’occasion d’un cathétérisme 
des uretéres. Si l’anurie fait suite 4 une 
intervention chirurgicale sérieuse des or- 
ganes pelviens, il faut incriminer une oc- 
clusion mécanique des uretéres_ plutot 
qu’une cessation de la sécrétion réanle. La 
néphrostomie bilatérale en a sauvé plu- 
sieurs. Si une tentative de cathétérisme 
des uretéres échoue, il faut réintervenir 
pour défaire la ligature sur |’uretére afin 
de prévenir la destruction du rein. L’au- 
teur rapporte 7 cas. 


CONCLUSIONI RIASSUNTIVE 


Parecchi casi di legatura accidentale di 
un uretere passano inosservati, ma ven- 
gono rivelati in corso.di cistoscopia o di 
cateterismo degli ureteri. Quando un’anu- 
ria segue una operazione radicale pratica- 
ta su organi pelvici, @ meglio considerare 
la possibilta che siano stati legati acciden- 
talmente entrambi gli ureteri piuttosto che 
far diagnosi di anuria riflessa mortale. In 
questo caso la nefrostomia bilaterale salva 
la vita del paziente. Dopo aver fatto senza 
successo vari tentativi di cateterismo ur- 
terale si deve ricorrere all’intervento chi- 
rurgico e alla slegatura transperitoneale 
degli ureteri, al fine di prevenire na di- 
struzione completa dei reni. Vengone rife- 
riti 7 casi. In uno di essi si sarebbe potuto 
fare, in condizioni normali, un trapianto 
dell’uretere dentro nella vescica o nel 
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SUMARIO E CONCLUSOES 


Muitas ligaduras unilaterais dos ureters 
nao sao identificadas sinao pelo uso pro- 
cessos cistoscopicos e pela sua cateterisa- 
cao. 

Surgindo uma anuria completa em pos- 
operatério de extensa intervencao pelvica, 
deveremos sempre considerar a _ possibili- 
dade de ocluséo dos ureteres, ou entao 
aceitarmos o diagnostico de anuria, 0 que 
resultara na morte do paciente. 

A nefrostomia bi-lateral é€ um processo 
salvador, nos cssos de ligadura dos dois 
uréteres, se as condicdes gerais do paci- 
ente sao graves. 

Sao registrados sete casos, sendo que 
no primeiro doente, em condicgoes satisfa- 
torias, poderia sér feita a transposicaéo do 
ureter direito na bexiga ou no colo sig- 
moide. 


RESUMEN Y CONCLUSIONES 


Muchas ligaduras unilaterales no se re- 
conocen, pero son descubiertas durante 
procedimientos cistoscépicos y cateteriza- 
de los uretérs. 

Cuando siguiendo a una operaciOn may- 
or en la pélvis se desarrolla anuria com- 
pleta, se debe considerar la oclusién de los 
uretérs en vez de adoptar el diagnéstico 
de supresién de orina resultante en la 
muerte del paciente. 

La nefrostomia bilateral es un procedi- 
miento vital desqués de la ligadura ureter- 
al cuando la condicién del paciente es 
grave. 

Después de que muchos intentos de ca- 
teterizaci6n ureteral han fallado, una ope- 
racion abierta y la lisis de la ligadura 
transperitoneal puede prevenir la destruc- 
posterior del rifién. 

Se comunican siete casos. En el Caso I, 
bajo condiciones normales e] transplante 
del uréter derecho a la vejiga 6 al sigmoide 
pedria haberse hecho. 


> 
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Technical Aid in Esophageal Diverticulectomy 


RICHARD S. WILSON, M.D., FURMAN T. WALLACE, M.D., F.A.C.S., F.I.C.S., 


JAMES A. WHITING, M.D.,* AND CHARLES H. POOLE, M.D. 


has revived. In the past, examina- 

tion and treatment of esophageal 
lesions was difficult and hazardous. Now, 
with newer surgical and roentgen ray 
technics, the correct diagnosis can be 
made, and operations on the esophageal 
gastric canal have become established pro- 
cedures. The interior of the esophagus 
can be accurately visualized; however, a 
correct diagnosis can be made in most 
cases on the basis of the history, physical 
signs and roentgenologic examination. 

Ninety-five per cent of all esophageal 
diverticula occur at the cricopharyngeal 
juncture. Many years ago, Lord Moynihan 
showed conclusively that the lesion is 
really a hernia of the pharynx through 
the inferior constrictor muscle. McNealy' 
used the term “pharyngoesophageal diver- 
ticulum”’ and noted an incidence of 0.1 per 
cent, with male patients outnumbering fe- 
male patients 3:1.° Dunhill® expressed 
preference for the term “pharyngeal di- 
verticulum.” 

Clerf! reported that in all but 2 of 186 
cases of pulsion pharyngeal diverticula 
arising from the left lateral wall. The 
diverticula may vary in fluid capacity 
from a few cubic centimeters to huge sacs 
containing several hundred cc.’s of fluid 
and masticated food.2 The majority meas- 
ure between 2.5 and 5 cm. in their greatest 
diameter. 

The three most common symptoms of 
pharyngeal diverticula are dysphagia, re- 
gurgitation and noisy deglutition. Pres- 
sure on the side on which the diverticulum 
lies will force air from the pouch, pro- 
ducing a loud gurgling sound. Noisy de- 
glutition is of interest since it is seldom 


Rtas revive interest in the esophagus 
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encountered in any other lesion producing 
dysphagia. 

Shallow and Clerf* pointed out the de- 
sirability of maintaining the upper por- 
tion of the esophagus in the anatomic mid- 
line during ligation of the sac, and prefer 
to insert an esophagoscope during the 


entire repair. Terry’ also advocated a 
flexible Cameron surgical light. Isolation 
of the diverticulum under direct vision by 
the easy insertion of such an instrument 
by even an inexperienced anesthestist 
without necessity of laryngoscopy or diffi- 
cult manipulation is of practical technical 
value. A typical case is submitted to 
demonstrate the use of the flexible lighted 
probe. 7 


REPORT OF CASE 


A 55-year-old white woman was admitted to 
the Spartanburg General Hospital on Jan. 2, 
1952, complaining chiefly of hoarseness of two 
months’ duration. She had noticed a burning 
sensation in the substernal area for about five 
months. 

Physical examination revealed the patient 
to be well developed and moderately obese. 
There was moderate hoarseness and dyspnea, 
with two-pillow orthopnea. The pharynx was 
clear and no lymphadenopathic signs wer2 
present. A small, questionable mass was pal- 
pated just above the jugular notch in the mid- 
jine; however, this was inconstant. No crepi- 
tus or unusual sensation associated with swal- 
lowing was elicited in the neck. 

The clinical diagnosis from the history and 
physical examination was possible extrinsic 
pressure on the upper portion of the esophagus 
or esophageal diverticulum. (A gastrointes- 
tinal series and esophagoscopic study done 
elsewhere four months earlier had been re- 
ported as showing no abnormality.) Roentgen 
examination of the upper part of the gastro- 
intestinal tract at Spartanburg General Hos- 
pital revealed an esophagus of normal length. 
There was an esophageal diverticulum meas- 
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Fig. 1—Use of flexible lighted tube in a case of esophageal diverticulum, <.nterior view. 


uring 2.5 by 2.5 cm. and projecting from ‘the 
right posterior aspect at the level of the proxi- 
mal end of the first rib. The diagnosis was 
pulsion diverticulum of the proximal portion 
of the esophagus. 


With the patient v:::!ur endotracheal cyclo- 
propane anesthesia, «1 oblique incision was 
made along the mer'ial margin of the sterno- 
cleidomastoid muscle. The muscle and carotid 
sheath structures were retracted laterally and 
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Fig. 2.—Use 


the pretracheal muscles medially. The middle 
thyroid vein was divided and ligated. At this 
time the lighted flexible probe was inserted by 


the anesthetist into the esophagus and guided. 


into the diverticulum quickly and without the 
need of a laryngoscope or an esophagoscope. 
If the probe was.turned slightly to the right, 
the light could be inserted into the sac; if 
turned to the left, the probe would always go 
into the esophagus. Under direct lighted vi- 
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of flexible lighted tube in a case of esophageal diverticulum, lateral view. 


sion, the diverticulum was excised. Grossly 
the sac measured 1.5 by 2 cm., appeared thin- 
walled with a wide stroma, and arose at the 
cricopharyngeal juncture posteriorly and on 
the right. A 2 mm. cuff was used for 3-layer 
inverting closure with cotton. The esophageal 
lumen was not constricted after closure of the 
diverticulum. The incision was closed in 
layers without drainage. Cotton sutures were 
employed as ligatures. The skin was closed 
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with clips. A Levine tube was inserted by the 
anesthetist, and gastric suction was instituted. 
Tube feeding was begun one week after the 
operation, and liquid diet was started after 
removal of the tube on the ninth day. The 
wound healed well per primam. There was 
no swelling in the region of the incision. The 
patient left the hospital ambulatory and 
asymptomatic on the fourteenth postoperative 
day. 


SUMMARY 


One-stage excision of a diverticulm of 
the esophagus (herein described) consti- 
tutes a safe and effective method of treat- 
ment. The use of a flexible lighted probe 
to simplify surgical removal in coopera- 
tion with the anesthetist is recommended. 


ZUSAM MENFASSUNG 


Die hier beschriebene einzeitige Resek- 
tion eines Speiseréhrendivertikels ist ein 
gefahrloses und wirksames Behandlungs- 


verfahren. Es wird die Anwendung einer 
biegsamen erleuchteten Sonde empfohlen, 
um die in enger Zusammenarbeit mit dem 
Aniasthesiologen erfolgende chirurgische 
Entfernung des Divertikels zu verein- 
fachen. 


SUMARIO 


A excisio em um so tempo, dos diver- 
ticulos do eséfago constitue um processi 
eficiente e salvador para o seu tratamento. 
Detalhes para iluminagéo do campo, em 
colaboragéo com o anestesiologista, sao 
recomendados pelos autores. 


WILSON ET AL: ESOPHAGEAL DIVERTICULECTOMY 


RIASSUNTO 


L’asportazione in un tempo dei diverti- 
coli esofaghi costituisce un sicuro ed effi- 
cace metodo di cura. Viene raccomandato 
uso di una sonda flessibile illuminante 
allo scopo di semplificare l’intervento chi- 
rurgico in cooperazione con l’anestesista. 


RESUMEN 


La extirpacion en un tiempo del diver- 
ticulo del eséfago (aqui descrita) conti- 
tuye un procedimiento sencillo y un méto- 
do terapettico efectivo. El uso de un caté- 
ter flexible para simplificar la extirpaci6n 
en coperacion con el anestesista se recomi- 
enda. 


RESUME 


L’excision en un temps d’un diverticule 
de l’oesophage est un procédé efficace et 
stir pour cette affection. On recommande 
Yusage d’une canule souple, éclairant, 
pour faciliter cette opération. 
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the literature on heredity, histopatholo- 

gy, diagnosis, prognosis or treatment 
of retinoblastoma, but I wish to empha- 
size, by reporting the case of an unfortu- 
nate child, the fact that retinoblastoma is 
not primarily a local and cranial disease 
but a highly malignant disseminated neo- 
plasm. An analysis of 17 autopsies by 
Merriam! indicates a similar conclusion. 


[' is not my aim in this paper to review 


REPORT OF CASE 


A three-year-old Hindu girl was brought 
to me on Dec. 12, 1950, because her parents 
had noticed “something white” through the 
dilated pupil of the left eye. External exami- 
nation revealed no sign of exophthalmos. The 
left eye had ciliary injection; the cornea was 
clear, the anterior chamber shallow and the 
pupil dilated and fixed. On throwing a beam 
of light through the pupil, it was easy to 
visualize, even without the aid of any appa- 
ratus, a whitish mass behind the lens. The 
intraocular tension was very high. The eye 
was what is described as an amaurotic cat’s 
eye. Ophthalmoscopic examination showed a 
greyish white mass behind the lens, with blood 
vessels coursing over it. The mass completely 
obstructed study of the other eyegrounds. The 
tumor was developing from the temporal side 
of the eyeball. The glaucoma was secondary 
to the space-occupying lesion. The right eye 
was completely normal. There was no family 
history of such a condition up to two genera- 
tions. 

An enucleation was strongly advised, but, 
being high cast Hindus, the parents were re- 
luctant, because a mutilated girl would become 
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a parasite on them. They took their child 
away to their village. The blastoma, however, 
had no respect for either the sex or the re- 
ligion of the poor child, and the glaucoma 
became worse, till the little patient was in a 
most distressing condition when she was again 
brought to me, fully five weeks after the first 
consultation, the indigenous drugs and quacks 
having failed to arrest the monstrously rapid 
development of the tumor. 

The child was admitted to the hospital on 
Jan. 23, 1951, and an enucleation of the left 
eyeball was performed with oper-ether anes- 
thesia. The bulbus was not perforated during 
or before the operation, and a fairly long 
piece of the optic nerve was sectioned. A 13- 
mm. plastic ball implant was buried in Tenon’s 
capsule. The four rectus muscles were sutured 
over it. The postoperative period was un- 
eventful. The right eye was checked and 
found normal. The patient was discharged on 
the eighth postoperative day, with a confirmor 
in the eye socket and instructions to report 
after four weeks. 

As usually happens in India—the India that 
exists in each of her 500,000 villages—the 
child was not brought as advised for a check- 
up, since, so far as the relatives were con- 
cerned, the child had had her treatment. To 
the public, the fuss of follow-ups and checkups 
demanded by the specialist of Western medi- 
cine seems unnecessarily time-consuming, and 
the poor Indian patients have their duties, 
livelihoods and religious ceremonies to attend 
to. 

On August 11, seven months after the enu- 
cleation, the patient was brought to the hos- 
pital because there was a slight prominence 
on the inferotemporal side of the socket and 
some conjunctival tissue was protruding from 
the palpebral fissure, especially inferomedi- 
ally. There was a history of a fall, by which 
the child had hurt the right forearm and 
possibly the left side of the face. The first 
impression was that of an inferotemporal dis- 
location of the implant. There was some bluish 
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Fig. 1—Enormous fungating mass (retinoblasto- 
ma) protruding from left orbit in a child aged 
3 years. 


discolouration of the skin of the left lower 
lid. The child was again operated upon for 
removal of the displaced implant and rein- 
sertion of a new one. On reflection of the 
conjunctiva, which had become moderately 
vascularized, the implant appeared to be still 
secure in Tenon’s capsule. A mass of tissue 
from the nasal side of the socket was seen 
pushing forward. It was easy to realize then 
that a recurrence had occurred, which is 
rather unusual after an enucleation in toto 
of the affected eyeball. Specimens. of tissue 
were excised for bicpsy. The implant, how- 
ever, was removed, is it-was being pushed 
forward, downward and outward, stretching 
the skin of the lower eyelid. 

The biopsy specimens were examined micro- 
scopically at the Haffkin Institute, Bombay, 
which reported: “Sections of growth from 
the eye socket showed appearances suggestive 
of retinoblastoma,” and also at Eye Patho- 
logical Laboratory, Massachusetts Eye & Ear 
Infirmary, Boston, Massachusetts, from which 
the report was as follows: “For the most part. 
there are seen to be numerous small, round 
cells resembling those from retinal epithelium, 
either masses or strands, accompanied by con- 
siderable necrosis. There are bands of fibrous 
tissue, the latter well preserved. There is a 
suggestion of tendency toward forming ro- 
settes in a pattern. The specimen shows an 
epithelial border, very slight acanthosis, and 
a slight hyperkeratosis. Beneath the epitheli- 
um are a few strands of nevus cells, and 
deeper still there are suggestions of fibrous 
proliferation by accumulations of the young 
fibroblasts that show very clearly, and some 
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chronic inflammatory cells. There is a moder- 
ate supply of blood vessels and a considerable 
amount of fibrous and connective substance.” 

The sxiagram of the orbit and skull showed 
no evidence of a bony lesion thus far. Exen- 
t.raticn of the left orbit was proposed but 
was refused by the parents. The child was 
ig.in teken home. A month later she was 
«gcin brought to the hospital, this time with 
a huze fungating bleeding mass protruding 
from the left orbit between the eyelids, which 
Were widely stretched and retracted over the 
growth (Fig. 1). The exenteration was per- 
mitted, but because of the size and vascularity 
of the tumor it wes suggested that a few 
roentgen irradiation treatments should be 
given to reduce the size of the fungating mass. 
‘Treatment was started with 140 r, 140 Kv., 
with filtration of 0.25 mm. copper and 1 mm. 
aluminum. The dose was increased to 175 r 
at 180 Kv., with the same filters except that 
the 0.25 mm. of copper was replaced by 0.5 
mm. The total surface dose given was 3,325 r 
in twenty-one treatments. it was remarkable 
to watch the gradual yet rapid shrinkage of 
the tumor mass, which ten days after the last 
exposure completely regressed to the palpra- 
bral fissure area (Fig. 2). The lids were en- 
tirely normal, and the growth was limited to 
the socket within the orbital margins. 

Now was the time for an exenteration, but 
the relatives thought otherwise, being quite 
happy with the result of the irradiation thera- 
py. Warnings of possible recurrence and me- 
tastasis remained unheeded. The thought of 
the gross mutilation of the girl’s face after 


Fig. 2.—Regression brought about by roentgen 

therapy in preparation for exenteration of the 

orbit. The child’s parents withdrew permission 

for the operation, thinking the condition suffi- 

ciently improved. The child died of cachexia and 
metastasis. 
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the exenteration was abhorrent to the family, 
and it was told that, should a recurrence oc- 
cur, the child would be better dead than alive 
with such a disfigurement. 

Tragic as it is, the tumor began to increase 
in size three weeks after the last exposure 
and ultimately reached huge proportions. The 
child died a pathetic death soon afterward of 
cachexia and metastasis. A postmortem study 
was naturally not permitted. 


COMMENT 


The orbital metastasis of the growth is 
uncanny, in view of the fact that the eye- 
ball was removed in toto and with a good 
length of healthy optic nerve. Jain,’ re- 
viewing his statistics, mentioned that the 
nature of the tissues involved is immateri- 
al as long as the neoplasm is strict] intra- 
ocular and that enucleation alone is suffi- 
cient to obtain a radical cure. He added 
that it is as good as enucleation followed 
by irradiation. In his series, 9 patients 
with choroidal infiltration were treated 
with enucleation only, and none had a re- 
currence. Again if according to Duke- 
Elder (cited by Japha*) there is a discon- 
tinuous spread of tumor nests in the optic 
nerve, it necessitates enucleation com- 
bined with intracranial surgical treat- 
ment. The excised part of the nerve may 
not show evidence of extraocular glioma. 

However, Fricke? and his co-workers ex- 
pressed the opinion that there is no definite 
rule when radiation therapy rather than 
enucleation is indicated in cases of retino- 
blastoma. The case reported by Despons 
and Pesme’ well illustrates the utter ma- 
lignancy of the lesion. An enucleation was 
done in a proved case, followed immedi- 
ately with high voltage roentgen irradia- 
tion (200 r given 34 times to the orbit) 
which was in turn immediately followed 
by subperiosteal exenteration. The pa- 
tient, a child, died nevertheless of metas- 
tasis to the skull, the limbs and the cervi- 
cal ganglia. One can have little faith in 
the efficacy of roentgen therapy, though 
isolated cases are reported in which the 
reverse is true, like that of Velhagen;* 
also according to Reese and his associates,‘ 
the method of irradiation employed by 
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them does not decrease the chance of sur- 
vival. 

One must not forget, however, that the 
phenomenon of spontaneous regression is 
firmly established. Wustenburg*® reported 
2 cases of bilateral] retinoblastoma, in each 
of which enucleation of the worse eye was 
performed, the diagnosis confirmed by his- 
tologic examination. Regressive changes 
in the tumor growth in the retained eyes 
occurred. Even after a respective period 
of eight and eleven years the vision re- 
mained normal. Baltin® stated the opinion 
that the arresting and destroying effect 
of irradiation on the tumor is transitory. 
He also cited a case similar to the one 
here presented, in which recurrence oc- 
curred after enucleation. Roentgen treat- 
ment caused it to disappear rapidly, but 
further recurrence soon supervened and 
the child died of cerebral metastasis. Bal- 
tin concluded that the retinoblastoma is 
of varying malignancy and is vulnerable 
to roentgen therapy only when the degree 
of malignancy is low. 

Consideration of the poor capacity of 
the retina around the neoplasm to pro- 
duce a reactive growth of connective tis- 
sue might be well worth postulating as 
the possible cause of failure of irradiation 
therapy. 


SUMMARY 


A proved case of recurrence of the neo- 
plasm retinoblastoma after enucleation is 
reported, in which roentgen therapy failed 
to arrest the metastasis and destroy the 
lesion. 


RESUMEN 


Se comunica un caso de retinoblastoma 
recidivante desqués de enucleacion, en el 
cual la terapia roentgen fracaso para com- 
batir a las metastasis y destruir la lesion. 


ZUSAM MENFASSUNG 


Es wird iiber einen bewiesenen Fall von 
Retinoblastom, in dem es nach Enuklea- 
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tion zu einem Riickfall kam und Roentgen- 
behandlung ausser Stande war, die Ge- 
schwulst zu kontrollieren oder zu zer- 
stéren, berichtet. 


RIASSUNTO 


Viene riferito un caso certo di retino- 
blastoma recidivato dopo l’enucleazione e 
nel quale la roengenterapia non riusci a 
impedire le metastasi e a distruggere la 
lesione. 


RESUME 
L’auteur rapporte un cas de récidive de 
rétino-blastome aprés énucléation, cas ou 
la radiothérapie n’a pas empéché la mé- 
tastase. 
SUMARIO 


E registrado um case de recidiva de um 
retino-blastoma, apds enucleacao, em 
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qual falhou a roentgenterapia, tanto no 
evitar a metastase como no destruir a 
lesao em si. 
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tuberculosis, particularly tubercu- 

lous endometritis, is extremely rare. 
The case reported here is of a young 
woman in whom miliary tuberculosis de- 
veloped after three abortions, leading me 
to suspect pelvic tuberculosis. 


Ptabercatosis superimposed on pelvic 


REPORT OF CASE 


The patient, aged 31, was admitted to the 
hospital on Jan. 8, and discharged on Jan. 9, 
1950. In 1944 she had had catarrhal Jaundice 
of four months’ duration. She had never un- 
dergone surgical treatment. The first men- 
strual period occurred at the age of 15. The 
cycle was every twenty-five to twenty-eight 
days, the duration seven days and the flow 
moderate. 

The patient had been married four years 
and had no children. A miscarriage at three 
months had occurred in her home on June 13, 
1948. On Feb. 1, 1949, she had a miscarriage 
at two months, with subsequent bleeding. She 
was admitted to the Union Hospital and a di- 
lation and curettement was done on February 
28. She left the hospital in good condition. 

At examination on September 1, the patient 
weighed 117 pounds (53.1 Kg.) and “felt fine.” 
On December 10, she was seen in the office. 
She had no menstrual period since October 
28; the breasts were sore. The weight was 
129 pounds (58.5 Kg.). The uterus was twice 
the normal size. She was given Stilbesterol, 
5 mg. twice daily. Examination on December 
29 showed the uterus 5 fingerbreadths below 
the umbilicus, full. The patient was “fine” and 
had no complaints. 

On Jan. 4, 1950, she began to bleed. Bed 
rest and other medication were ordered, but 
the bleeding continued. On January 8 it be- 
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came heavy. The patient was admitted to the 
Union Hospital, and on the next morning, 
January 9, dilation and curettage were done 
in the usual manner. 

Considerable tissue was present; this was 
removed. It took the patient about a month 
to get back to normal. She had an increased 
temperature and an accelerated pulse rate, up 
to 100 during this time. She did not feel well. 
She had been given penicillin, vitamins and 
other restorative medicaments. 

On April 15, the patient called, stating that 
she had had no periods yet and felt weak and 
tired. She was told to come in. Examination 
then showed a temperature of 100 F.; the 
uterus was anterior and small, and the pelvis 
was clear. She stated that she had been 
coughing, and examination of the chest re- 
vealed many moist rales. A roentgenogram 
was taken and showed miliary tuberculosis. 
The patient was immediately sent to the 
Union hospital under the care of Dr. Samuel 
Brown, where Dr. Brown treated her from 
April 16 to May 7. Then she was sent to the 
Tuberculosis Hospital by transfer. 

During her stay at this hospital the patient 
was decidedly ill. On November 15 a spinal 
tap showed meningitis. Cultures of material 
from gastric lavage gave positive results. This 
case was discussed with Dr. Connerty, the 
pathologist, and a reexamination of the slides 
was done. The slides showed tubercles in the 
placental tissue. Caseous matter was also 
present in the endometrium, and there were 
also many areas of caseous matter. 

Examination of Tissue.—The curettings 
showed decidua spongiosa. The stroma of the 
decidua was heavily infiltrated with round 
cells, polymorphonuclears and macrophages. 
Lying free within the lumens of the decidual 
glands were aggregates of macrophages and 
polymorphonuclear cells. There were also mili- 
ary aggregates of epithelioid cells of micro- 
scopic dimensions, resembling the epithelioid 
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cells of miliary tubercles. No giant cells or 
caseation necrosis was observed. Without the 
clinical knowledge that the patient had tuber- 
culosis, these lesions would easily have been 
overlooked. Relatively large areas of coagula- 
tion necrosis were present; but these are com- 
monly seen in curettings after a miscarriage, 
so it cannot be definitely postulated that these 
areas of necrosis were the result of tubercu- 
lous infection. However, the general overall 
picture is consistent with the diagnosis of 
tuberculous endometritis associated with a 
few abortive noncaseous miliary tubercles. 

Close study of the placenta in the light of 
the patient’s clinical history showed a few 
miliary tubercles either attached to or de- 
veloping within the chorionic villi. The ma- 
jority of these were aggregates of epithelioid 
cells of microscopic size, from which giant 
cells are absent. However, two tubercles con- 
taining giant cells and caseous centers were 
observed. Except for these lesions, no changes 
were apparent. 

The pathologic diagnosis was tuberculous 
endometritis associated with a few abortive 
noncaseous miliary tubercles, with miliary 
tubercles in the placenta. 

Pelvic Tuberculosis.—Pelvic tuberculo- 
sis is rarely primary. Five to 7 per cent 
of all pelvic inflammatory diseases are due 
to tuberculosis. Jameson* reported that, 
of a large number of consecutive autopsies 
pelvic tuberculosis was present in 1 per 
cent. Myer Rugg* stated that 10 per 
cent of tubercular women have pelvic tu- 
berculosis. Pelvic tuberculosis occurs in 
the following sites, in order of frequency: 
the Fallopian tubes, the uterus, the ova- 
ries, the cervix, the vagina (rarely) and 
the vulva (very rarely). Tuberculosis of 
the tubes is bilateral in 99 per cent of 
cases, and in 68 per cent there is peri- 
toneal involvement also. 

Tuberculosis of the vulva and the va- 
gina may be either primary or secondary; 
it is clearly secondary in 85 per cent of 
cases. The disease may be either ulcera- 
tive or papillary; in 80 per cent it is ul- 
cerative. In the presence of advanced 
papillary tuberculosis ulceration also: oc- 
curs, and the diagnosis can be made only 
by microscopic examination. Frequently 
tuberculosis of the vulva and the vagina is 
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mistaken for carcinoma, sarcoma or sy- 
philis. Excision is the best hope in these 
cases. 

Tuberculosis of the cervix is a relatively 
rare disease. It is occasionally mistaken 
for carcinoma owing to the ulceration or 
growth that is present. It produces a dis- 
charge and bleeding. Tuberculosis of the 
ulcerative type is usually a simple, single 
lesion. The papillary type resembles car- 
cinoma in appearance; occasionally a 
large polypoid mass may extend through 
the external os. In the presence of miliary 
tuberculosis of the cervix, the cervix is 
swollen. Interstitial or intermural cervi- 
cal tuberculosis leaves large cavities in 
the cervix. The diagnosis is made on 
microscopic examination, with further 
confirmation by animal inoculation. The 
treatment is usually fpanhysterectomy, 
occasionally a high amputation. Tubercu- 
losis of the cervix can be considered pri- 
mary only when that organ is the sole 
seat of infection. Papillary and ulcerative 
tuberculosis may simulate carcinoma clini- 
cally. 


Tuberculosis of the Ovary.—tThis is usu- 
ally secondary to tuberculosis of the peri- 
toneum, the mesentery, the glands or the 
tubes. The tubes may pick up tuberculosis 
from the ovary. Tuberculous abscess of 
the ovary may be due to contagious tuber- 
culosis of the tubes. 

Tuberculosis of the Endometrium.—Al- 
most invariably, tuberculosis of the endo- 
metrium is secondary to tuberculosis of 
the tubes. It is not easy to demonstrate 
tubal tuberculosis even when it is present. 
One is justified, when tuberculosis of the 
endometrium is revealed by curettage, in 
suspecting that tuberculosis exists else- 
where. In the early stages, only an oc- 
casional tubercle or cluster of tubercles 
with characteristic epithelial and giant 
cells is present. Chronic inflammatory 
disease is usually present. The body of 
the uterus is a fairly frequent site of 
tubercular infection. In 30 to 35 per cent 
of all cases of genital tuberculosis the dis- 
ease is present in the uterus. There may 
be endometritis, myometritis or perimyo- 
metritis, or a combination of all of these. 
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Tuberculosis of the endometrium is next 
to tuberculosis of the tubes in frequency. 
It is generally due to a hematogenous in- 
fection or to an extension along the mu- 
cosa of the tubes. The treatment is usually 
hysterectomy, owing to the fact, that 
when the adnexae are involved, tuberculo- 
sis of the endometrium is usually present. 
Infection in the uterus is usually secon- 
dary. 

Pathologic Picture: Miliary tubercles 
are present in 80 per cent of cases of en- 
dometrial and myometrial tuberculosis. 
Ulceration is present in 20 per cent. Mic- 
roscopically the endometrium shows a 
chronic infection, with tubercles and giant 
ceils. Caseous material is present. Tuber- 
culosis of the endometrium gives rise to a 
leukorrheal discharge which may be thin 
or watery, in the later stages, thick, odor- 
ous and cheesy. Dysmenorrhea is fre- 
quently present. 

Tuberculosis of the Tubes.—Tubercu- 
lous salpingitis accounts for 5 per cent of 
all pelvic inflammatory diseases. 

1. The tube most frequently is involved 
by the hematogenous route from foci else- 
where, especially the lungs. 

2. The condition may result from exten- 
sion of peritoneal tuberculosis through the 
lymphatics. 

3. Direct invasion from an adjacent ul- 
ceration may occur, or invasion from ad- 
herent tubercular glands or tuberculous 
ulcers of the intestines. 

The important feature is that, with few 
exceptions, the primary seat of the disease 
of the genital tract is the tubes. From 
them, descending infection invades the 
endometrium, the cervix, the vagina and, 
rarely, the vulva. 

Pathologic Picture: The ends of the 
tubes are open, inverted and fimbriated, 
whereas in a patient with carcinoma of 
the genital tract the ends though fimbri- 
ated, are closed. In G. C., closed fimbriated 
ends are observed. The diagnosis is usu- 
ally made microscopically and not macro- 
scopically. In the peritoneal type of tuber- 
culosis the tubes are usually studded. 

Tuberculosis of the Placenta.—The pres- 
ence of tubercles is rare. It is most fre- 
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quently associated with acute maternal 
miliary tuberculosis and should lead one to 
suspect active tuberculosis of the fetus. 
Congenital tuberculosis may be acquired 
in any one of three ways: 

1. The tubercle bacilli may enter the 
ovum with the fertilizing sperm either at- 
tached to the surface or actually within 
the male germ cell. 

2. The tubercle may be lodged within 
the ovum which is later fertilized. 

3. The tubercle may have been attached 
to either the ovum or the sperm and may 
gain access to the latter after fertilization. 

The term “primary congenital tubercu- 
losis” should be reserved for those cases 
in which no foci of tuberculous infection 
are present elsewhere in the body. 

Primary Pelvic Tuberculosis.—This in- 
fection is rare. Its presence is difficult 
to prove unless an autopsy is performed, 
for the original focus may be small, quies- 
cent and not recognizable unless a histo- 
logic examination of all suspected areas 
is made. 

Primary infection is sometimes referred 
to as ascending infection, and hematogen- 
ous and other varieties as descending 
types. Tubercle bacilli may gain access to 
the female genital tract in one of four 
ways. 

1. By direct infection from without, in 
the tubercle-bearing sperm. 

2. From lungs to hand to douche nozzle. 
This is called primary secondary infection. 

3. By infection from neighboring foci 
(peritoneum, intestines, mesentery 
glands). Disease is conveyed to the geni- 
tal tract by way of the lymphatics, usually 
from a nearby focus. 

4. By infection through the blood stream. 
This is the most frequent route. 

This is the only case ever recorded at 
this hospital of pelvic tuberculosis associ- 
ated with pregnancy. 


SUMMARY 


The author reports a rather rare case 
in which abortion was due to pelvic tu- 
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berculosis. Tuberculosis of the ovary, the 
endometrium, the fallopian tubes and the 
placenta are discussed and the mechan- 
isms of infection described. 


ZUSAM MENFASSUNG 


Der Verfasser berichtet einen ziemlich 
seltenen Fall einer durch Tuberkulose des 
Beckens verursachten Fehlgeburt. Er be- 
spricht die Tuberkulose der Eierstécke, 
des Endometriums, der Eileiter und der 
Plazenta und bescreibt den Infektions- 
mechanismus. 


RESUME 


La tuberculose du bassin a causé un 
avortement. C’était une tuberculose de 
l’ovarie, de l’endométre, de la trompe et du 
placenta. L’auteur en énumére la patho- 
géne et le mécanisme. 
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RESUMEN 

El] autor comunica un caso muy raro ne 
el cual se debié un aborto a una tuberculo- 
sis pélvica. Se discuten la tuberculosis del 
ovario, endometrio, trompas de Falopio y 
placenta. Se describen los mecanismos de 
infeccion. 

RESUME 

O autér descreve um rarissimo caso de 
tuberculose pelvica. 

A tuberculose dos ovarios, do endome- 
trio, das trompas e da placenta sao estu- 
dadas, sendo detalhados ainda os mecanis- 
mos de tais infeccdes. 


RIASSUNTO 


L’Autore riferisce un caso abbastanza 
insolito di aborto da tubercolosi pelvica. 
Tratta, poi, della tubercolosi dell’ovaio, 
dell’ondometrio, delle tube e della placenta 
e del suo meccanismo patogenetico. 
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Acute Cholecystitis: Optimum Time 
for Surgical Intervention, 


Based on the Physiopathologic Picture 


STANLEY FREHLING, M.D., F.1.C.S.* 
MIAMI BEACH, FLORIDA 


bladder is almost a cross section of 

the history of modern surgery in gen- 
eral. With improvement in technic, anes- 
thesia and equipment, cholecystic surgery 
became more courageous and comprehen- 
sive. Cholecystectomy has practically re- 
placed cholecystostomy,' the latter proce- 
dure being utilized only as a life-saving 
measure for “poor risk” patients with em- 
pyema of the gallbladder. 

The concept of surgical treatment of 
the gallbladder changed further with the 
accumulation of experience and clinical 
data and the increasing knowledge of the 
physiopathologic character of the disease. 
Careful analysis of large series of cases 
at many large hospitals? has shown that 
considerable reduction of the mortality 
and morbidity rates has been achieved by 
the change from late or interval cholecys- 
tectomy to early cholecystectomy. 

Although early surgical intervention 
in acute cholecystitis has been widely 
adopted, the subject still provokes contro- 
versial discussion at many panels and 
symposiums." The present-day debate on 
the subject seems to center about the ques- 
tion, what constitutes early surgical inter- 
vention? It has occurred to me, therefore, 
that a review of the physiologic nature of 
the gallbladder, both normal and diseased, 
and of the acutely obstructed gallbladder 
may provide a firm basis for logical and 
unanimous opinion as to the optimum time 
for surgical intervention in acute disease 
of the gallbladder. 

The onset of acute cholecystitis is usu- 
ally brought about by a stone from the 


Tui history of surgery of the gall- 
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fundus lodging in and obstructing the 
cystic duct and causing the retention of 
bile and gallbladder secretions.‘ The en- 
suing chain of events depends upon the 
severity of the impaction. The retention 
of bile and secretions in the bladder chem- 
ically irritates the mucosa and produces 
a chemical inflammatory reaction in the 
wall. Infection plays little or no part in 
this phase of the process, The next phase 
is one of impaired circulation, with in- 
flammatory edema of the wall and duct 
progressively compressing the cystic ves- 
sels; first, compression of veins with con- 
sequent increased engorgement and con- 
gestion of the bladder, and finally, arterial 
obstruction with ultimate gangrene. Until 
there is actual necrosis, the process is to 
a variable degree reversible. Bacteria may 
invade the retained secretions or the is- 
chemic wall and cause suppuration. The 
neglected gangrenous gallbladder must 
ultimately rupture, resulting in abscess, 
fistula or peritonitis. 

The close neural relation between the 
stomach and the gallbladder is well known, 
and there is consistent sympathetic re- 
action in one because of abnormal irrita- 
tion of the other. Ingestion of food in- 
duces contraction of the gallbladder,* and 
biliary dyskinesia notoriously produces 
pylorospasm. Nausea and vomiting are 
common in patients with acute cholecysti- 
tis, and frequently a vicious cycle is 
created when the vomiting increases the 
reaction of the inflamed gallbladder. 

Resolution of the inflammation may be 
expected in the vast majority of cases if 
the obstruction to the cystic duct is re- 
lieved, since, short of actual necrosis, the 
inflammatory process is more or less re- 
versible and regenerative. In addition to 
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the actual disease of the galibladder there 
have been dehydration and loss of electro- 
lytes due to fever and vomiting, but with 
water and electrolytes replaced all the 
symptoms may subside completely. How- 
ever, it is during or after this period of 
apparent remission and resolution of the 
condition that there remains a_ possible 
great danger if actual necrosis has already 
developed. Exacerbation of the inflam- 
matory process by reactivating the gall- 
gladder through resumption of diet or 
recurrence of the obstruction to the cystic 
duct may well “blow out” a zone of necro- 
sis, with such consequent complications 
as peritonitis, abscess or fistula. On the 
other hand, evidence indicates that gan- 
grene rarely develops within forty-eight 
hours after the onset of acute obstruction 
of the gallbladder, and perforations occur 
even later.* 


From this outline of the pathologic pro- 
cess of acute cholecystitis one may arrive 
at an idea of the optimum time for chole- 
cystectomy —that is, after rehydration 
and replacement of lost electrolytes, res- 
toration of liver glycogen, adequate rest 
by gastric suction and sedation, as well as 
administration of proper antibiotics.* 
Early operation does not mean emergency 
operation; one may carry out a proper 
and adequate preparation. The few hours 
to few days spent with these measures 
frequently converts a doubtful or even 
poor risk to a reasonably safe one. Delay 
longer than that required for good prepa- 
ration is not necessary and risks compli- 
cations that increase morbidity and mor- 
tality. 


According to Heuer,’ approximately 20 
per cent of the Cincinnati General and 
New York Hospital series of patients with 
acute cholecystitis had gangrene and per- 
foration of the gallbladder at operation, 
and these complications contributed great- 
ly to the mortality. In his collection of 
the experiences of 14 authors reporting 
over 500 cases of perforation, the mor- 
tality rate varied between 15 and 65 per 
cent, averaging 46 per cent. Glenn® re- 
viewed the cases of 586 patients with 
acute cholecystitis at the New York Hos- 
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pital from 1932 to 1947, There were 17 
deaths, a mortality rate of 2.8 per cent. 
The reports of Fallis and McClure on 
cases at the Henry Ford Hospital and 
those of Smith** on cases at the New York 
Presbyterian Hospital both reveal the 
great increase in mortality when the com- 
plication of perforation occurs. Avoiding 
that complication in itself is sufficient 
justification for early operation. 


SUMMARY AND CONCLUSIONS 


1. The question of what is meant by 
early surgical intervention in acute chole- 
cystitis is still controversial. 

2. The physiopathologic background of 
acute cholecystitis is reasonably clear and 
provides a basis for deciding an optimum 
time for surgical intervention. 

In conclusion, after consideration of the 
pathologic process of acute cholecystitis, 
one finds the optimum time for surgical 
intervention to be after the patient has 
been rehydrated and the electrolyte bal- 
ance, plasma and blood cells have been 
restored, but before necrosis of the gall- 
bladder has progressed to the point of 
perforation and the associated complica- 
tions. One may be limited to cholecyst- 
ostomy for the “poor risk” patients with 
suppuration who cannot be better pre- 
pared for cholecystectomy.‘ 


ZUSAM MENFASSUNG 


1. Die Beantwortung der Frage, was 
man in Fallen von akuter Gallenblasenent- 
ziindung unter einem friihzeitigen chirur- 
gischen Eingriff versteht, ist noch immer 
umstritten. 

2. Die physiopathologischen Grundlagen 
der akuten Gallenblasenentziindung sind 
ziemlich klar und bilden eine Basis fiir 
die Wahl des giinstigsten Zeitpunktes fiir 
den chirurgischen Eingriff. 

Unter Beriicksichtigung der patholo- 
gischen Vorgiinge bie der akuten Gallen- 
blasenentziindung wird der Schluss gezo- 
gen, dass der giinstigste Zeitpunkt zur 
Operation eingetreten ist, nachdem einer- 
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seits ein normaler Wasserhaushalt des 
Kranken wiederhergestellt, sein Elektro- 
lyten-Gleichgewicht ausbalanziert und 
Blutplasma und Blutzellen ersetzt worden 
sind, und bevor andrerseits die Nekrose 
der Gallenblase das Stadium der Perfora- 
tion mit den damit verbundenen Komplika- 
tionen erreicht hat. In eitrigen Fallen, die 
ein schlechtes Risiko darstellen und eine 
griindliche Vorbereitung zur Resektion 
der Gallenblase nicht abwarten k6énnen, 
mag die Anlegung einer Gallenblasenfistel 
der einzige Ausweg sein. 


SUMARIO 


1. Continua sendo um probléma muito 
discutido a questao do que se consegue 
com uma intervencao cirirgica imediata 
nos casos de colecistite aguda. 

2. O quadro fisiopatologico da colecistite 
aguda é satisfatoriamente claro, e escla- 
rece a base para que decida a ocasiao ideal 
para se proceder a intervencao cirtrgica. 

Concluindo, apos considerar todo o pro- 
cesso patologico da colecistite aguda, che- 
ga o autor a conviccao de que o tempo ideal 
para a intervencao sera aquéle verificado 
apos ter sido 0 paciente convenientemente 
re-hidratado, quando o equilibrio electro- 
litico, e o quadro hematico estiverem nor- 
malizades, porém antes que haja progredi- 
do um processo de necrose da vesicula que 
possa acarretar perfuracao ou outras com- 
plicacées associadas. A colecistostomia po- 
deraé sér aconselhada para os pacientes 
com supuracao e que nao tenham sido me'- 
hor preparados para a colecistectomia. 


RESUMEN 


1. La pregunta de que es lo que signi- 
fica una intervencién quirtrgica temprana 
en la colecistitis agida es atin materia de 
controversia. . 

2. El fondo fisiopatologico de la colecis- 
titis aguda es razonablemente claro y pro- 
vee una base para decidir un tiempo 6p- 
timo para la intervenci6n quirtrgica. 

En conclusion, después de considerar el 
proceso patologico de la colecistitis aguda, 
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se encuentra un tiempo 6ptimo para inter- 
vencion quirurgica después de que el paci- 
ente ha sido rehidratado y se ha restaura- 
do el balance electrolitico, plasma y células 
sanguineas, pero antes de que la necrosis 
de la vesicula haya progresado al punto 
de perforacion con las complicaciones aso- 
ciadas. Uno puede limitarse a la colecistos- 
tomia para el paciente en malas condici- 
ones y pacientes con supuracién que no 
hayan sido preparados mejormente para 
colecistectomia. 


RIASSUNTO 


1. Ancora si discute su cosa si deve 
intendere per intervento precoce nella co- 
lecistite acuta. 

2. Il substrato fisiopatologico della co- 
lecistite acuta é@ abbastan za chiaro e 
fornisce gli elementi per decidere quale 
sia i momento opportuno per Il’intervento. 
A conclusione dello studio sull’andamento 
anatomopatologico dell’affezione si pud 
dire che l’intervento deve essere eseguito 
dopo che il paziente sia stato reidratato e 
rimesso in bilancia per quanto riguarda 
elettroliti, plasma e sangue, ma prima che 
la necrosi della parete sia giunta fino a 
determinare perforazione della colecisti o 
altre complicazioni. Ci si pud attenere 
alla semplice colecistotomia nei casi gravi 
con suppurazione e che non sono suscet- 
tibili di migliorare col trattamento. 


RESUME 

L’auteur se demande qu’est-ce qu’on en- 
tend par un traitement précode de la cho- 
lécystite aigue. La pathologie physiolo- 
gique de cette affection est, il lui semble, 
tellement évidente qu’il ne doit y avoir au- 
cun doute pour le temps optimum du trai- 
tement chirurgical. D’aprés l’auteur, ce 
temps optimum serait lorsque le patient 
aurait été hydraté, que ses électrolytes 
fussent contrélées, que du sang et du plas- 
ma lui auraient été fournis. Mais surtout 
avant que la nécrose de la vésicule biliaire 
n’ait aggravé la situation et risffué la vie 
du patient. 
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NINTH INTERNATIONAL CONGRESS, 1954 


Under the Sponsorship of the Brazilian Government 


Notice to All Members of the International College of Surgeons: 


The House of Delegates on May 9, 1952, in Madrid, Spain, decided that the 
City of Sao Paulo would be the meeting place of the next International Con- 
gress, approving the suggestion of His Excellency the Governor of the State, 
Prof. Dr. Lucas Nogueira Garcez. Brazilian members of the Board of Trustees 
were appointed to the Commission organizing the Congress, under the direc- 
tion of Prof. Dr. Carlos Gama, Vice-President of the International Congress 
and Secretary General for South America. 

The Ninth International Congress will be held from April 26 to May 2, 
1954. The official topics are (1) experience with socialized medicine in differ- 
ent countries, (2) new uses of radiology with contrast media in the various 
surgical specialties, and (3) experience with antibiotics in all branches of 
surgery. 

Since the Ninth International Congress will coincide with the Fourth 
Centennial of the city of Sio Paulo, it is hoped that the conference, in addition 
to being one of the most memorable ever held, will add much to the commen- 
orative activities of Sao Paulo. In order that the Commission may obtain in 
advance a satisfactory idea of the number who will attend, to arrange the best 
possible accommodations for them and to insure that the program shall be 
absolutely functional, all who are interested are requested to write to the 
address below. 

—Prof. Dr. Carlos Gama, Secretaria, Praca Ramos de Azevedo, 7.° 

Andar, Sala 710, Sao Paulo, Brazil. 


Organizing Commission 
Carlos Gama Emanuel Marques Porto Pedro Falcao 
José Avelino Chaves Lucas M. Machado Membros Brasileiros 
Osear Cintra Gordinho José Médicis do “Board of Trustees”’ 
Eurico Branco Ribeiro Fernando Luz Filho J. M. Cabello Campos 
Rodolpho de Freitas Benjamin Rocha Sales Tesoureiro do 
A. C. Vincente Azevedo Elpidio V. Cannabrava Capitulo Brasileiro 
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Traumatic Rupture of the Renal Vein 


with Intervention One Month After Accident 


JOSEPH A. WALSHE, M.D., F.I.C.S. 
PASADENA, CALIFORNIA 


matic rupture of the renal vein is 

apparently exceedingly rare. In a 
collective review of 122 renal surgical 
cases reported by Cheetham it was indi- 
cated that 8 per cent of all renal opera- 
tions were performed for trauma. In most 
instances there was either profound dam- 
age to the kidney itself, rupture of the 
renal artery, or rupture of the renal 
artery and vein together. Loyer' in report- 
ing traumatic rupture of the right renal 
vein, described one of the few cases simi- 
lar to this one. Levant? reported unilateral 
injury of the renal vein. Details of this 
case have not been made available. Petta* 
reported total traumatic rupture of the 
right renal vein and artery. 

In the American literature, Edmonds,* 
reported traumatic rupture of the left 
renal artery without injury to the kidney. 
This condition was missed at operation be- 
cause of rupture of the spleen, which com- 
manded the surgeon’s immediate atten- 
tion. Only 15 cases were recorded in the 
literature prior to 1918, 1 of which was 
reported by Lincoln.* Arteriosclerosis or 
syphilis, as observed in the older age 
groups, seems to predispose to such trau- 
mas as a result of direct accidents. There 
was but 1 case noted in the younger age 
group, a thirteen year old. Atkinson® re- 
ported a rupture of the renal artery and 
vein by slight injury, with subsequent op- 
eration and recovery, in the British Medi- 
cal Journal. The case here reported like- 
wise fits well into this category, in that 
the original injury apparently was slight, 
but in this case only the renal vein was 
ruptured owing to the trauma. This pa- 
tient was operated on one month after the 
history of the original injury and when 
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first seen was in impending surgical shock. 
She subsequently made a satisfactory re- 
covery. 


REPORT OF CASE 


The patient, Mrs. E. C., is a white female, 
married and housewife by occupation. She is 
thirty-four years of age and weighs about 125 
pounds (56.8 Kg.). The patient fortunately 
was well known to me, and when she telephoned 
me at about 1 p.m. and asked for something 
for relief of pain I was aware that her pain 
threshold and constitution were such that the 
pain must be rather pronounced before she 
would seek help. I therefore suggested that 
if she was not incapacitated she should come 
in and be examined. No other relevant history 
emerged from the telephone conversation. 

Mrs. C.’s past health had been excellent ex- 
cept for minor gynocologic problems. She had 
borne a child efter a normal pregnancy about 
one year earlier. There were no complications. 
She was seen at approximately 3:30 p.m., and 
palpation of the abdomen revealed a mass in 
the right lower quadrant, just 3 em. below the 
level of the umbilicus. The mass was firm and 
tender but could not be palpated through the 
pelvis. The patient, however, made an jnter- 
esting comment to the effect that she had been 
having a foul yellowish discharge from the va- 
gina over the past two or three weeks, for 
which she could not account. The condition ° 
of the cervix was well known to me, as 
nebothian cysts had been removed rather re- 
cently. A complete blood count, a urinalysis 
and a determination of the sedimentation rate 
were accordingly ordered and the patient was 
allowed to rest in a small room while these 
studies were being evaluated. On one of a few 
visits to the patient during a busy afternoon 
it was noted that there was a small amount 
of perspiration on her brow and a rather pale 
and anxious facies. This was about 5:15 p.m. 
At this time the patient also was nauseated. 

A flat plate of the abdomen likewise had 
earlier revealed no abnormality except for the 
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presence of feces, some gas and an undiag- 
nosed outline of the aforedescribed mass. 
There was no rebound tenderness clinically, 
but at this later hour the mass had greatly 
increased in size. The blood pressure in milli- 
meters of mercury, which had been 110 sys- 
tolic and 70 diastolic when the patient was first 
seen, at 3:30 p.m., had now dropped to 70 sys- 
tolic and 40 diastolic. The blood count, which 
had been taken shortly after 3:30 p.m. showed 
88 per cent hemoglobin (15.5 Gm.). The color 
index was minus 1. There were 4,020,000 red 
blood cells and 8,800 white blood cells per 
cubic millimeter, with 53 per cent polymorpho- 
nuclears, 1 per cent basophils, 29 per cent large 
lymphocytes and 17 per cent small lympho- 
cytes. By this time the sedimentation rate, 
two hours having elapsed, indicated a drop to 
35 mm. (Westegren). It was considered that 
the patient was in impending surgical shock. 
She was summarily transferred to the hos- 
pital, where preparations were made for emer- 
gency laparotomy. Up to this time no definite 
diagnosis other than “surgical abdomen” had 
been made. 

The patient and her husband were ques- 
tioned again and again in regard to traumas, 
since I wondered whether some trauma might 
have occurred which they were not willing to 
admit. There was, however, no external evi- 
dence of any such trauma. After some ques- 
tion, the patient remembered that it was on 
her pre-Christmas trip to Utah to visit her 
parents that the pain in her right side first 
became evident. She gave the date as Decem- 
ber 23, 1951; as they were riding along an 
icy road the car, driven by her husband, skid- 
ded off the road into a snowbank. She described 
having struck the right loin of the arm rest 
of the car as she turned in an attempt to pro- 
tect her children as the car went out of con- 
trol. She likewise described an intermittent 
feeling of fullness in the right side ever since, 
the pain evidently involving the right loin. 
The patient stated that she had been feeling 
badly since the time of the accident and did 
not seem to care whether or not she got any- 
thing done around her home. The time ele- 
ment, it now.being Jan. 22, 1952, minimized 
the significance of this important history. 


On her admission to the hospital the pa- 
tient’s temperature was 97 F., the pulse rate 
60 and the respiratory rate 20. The blood 
pressure was again recorded and was now 40 
systolic and 20 diastolic. The mass in the right 
quadrant seemed to increase over its size when 
noted and recorded at about 5:15 p.m. In- 
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volvement of the uterus and adnexe seemed 
to be well ruled out clinically, although, for 
want of a more positive diagnosis, right tuba! 
pregnancy was one of the tentative diagnoses. 
The menstrual history militated against this 
consideration. The clinical appearance and 
condition of the patient, however, indicated 
hemorrhage, and the location of the mass 
(slightly below the umbilicus on the right side) 
was strong evidence that this consideration 
should not be abandoned. The patient de- 
scribed feeling a “catch” in right side of her 
back at about 11 a.m., after shaking her floor 
mop out of doors. This then developed into 
dull, nagging pain, which became increasingly 
severe. An interesting comment made by the 
patient was that she noted that though she 
had gained no weight since the date of the 
accident in December, all of her skirts had 
been tight since about that time. Her last 
menstrual period had begun on Jan. 14, 1952 
and the next to last on Dec. 19, 1951. Both 
had followed the normal pattern. 


Operation was performed at about 8:45 p.m. 
after typing, and transfusions were well under 
way. The patient, placed on the operating 
table with a transfusion going in each arm, 
had an alarming blood pressure of zero/zero. 
Prior to the operation she was given a mini- 
mum of 500 cc. of whole blood, together with 
supportive therapy, and further blood was 
administered during the operation. An in- 
cision was made adjacent to the umbilicus and 
over the mass, with the lower limb of the in- 
cision about 10 cm. below the umbilicus and 
the upper limb about 5 cm. above the umbili- 
cus. The rectus muscle was retracted medially, 
and the peritoneum was seen to be exceedingly 
dusky, apparently indicating interperitoneal 
hemorrhage. To the surprise of the surgeon 
and his assistants, the hemorrhage proved to 
be within the right broad ligament, extending 
over the anterior and posterior aspects of the 
uterus. It had invaded the head of the cecum, 
a large part of the ascending colon, and along 
the distal ileum for about 2% to 3 feet (76.2 
to 93.9 em.). An incision was made, reflecting 
the ascending colon medially, and the ureter 
was identified. The ureter likewise was dusky 
brown to black throughout its length. It was 
then followed superiorly to the lower pole of 
the kidney, where the retroperitoneal clot was 
considerably more abundant than it was at the 
lower level, where the retroperitoneal incision 
originated. Handfuls of clot were scooped out 
of the retroperitoneal space below the lower 
pole of the right kidney, and finally marked 
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hemorrhage was brought about by continuous 
and persistent removal of the mixture of peri- 
renal fat and organized clot material. The 
bleeding ends of the renal vein were seen and 
immediately grasped, so that hemorrhage 
could be arrested. 

The vein, which had been torn, seemed to 
have a lumen about 0.5 cm. in diameter. Two 
smaller veins were seen above the renal artery, 
and neither they nor the artery showed any 
evidence of damage. The kidney itself was of 
normal size and shape, in good position and 
of excellent color and texture. After thirty 
minutes’ observation of the organ there 
seemed to be no good reason to resect it. The 
cavity was carefully cleaned of residual clot 
and the perirenal fat with which the clot was 
mixed, and great care was exercised to be sure 
hemostasis was entirely secure and satisfac- 
tory. The kidney, accordingly, was left in situ, 
and the posterior peritoneal layer was closed. 
The abdomen was subsequently closed in 
layers. 

The postoperative condition of the patient 
was considered fair. The operation was com- 
pleted in about one hour and forty minutes. 
After the third blood transfusion the patient’s 
blood pressure responded satisfactorily and 
her general condition improved greatly. She 
was discharged from the hospital on the 
twelfth postoperative day, in excellent condi- 
tion. 

Postoperative intravenous pyelograms were 
taken on March 17. The preliminary film of 
the abdomen showed the kidney contours. The 
right kidney was the same size and shape as 
the left. There were no calcifications in the 
kidney-ureter-bladder area. Some phleboliths 
were apparent in the pelvic inlet. 

Films were made five, fifteen and twenty 
minutes after the intravenous injection of 
Neriopax. Prompt excretion of the dye on 
both sides was evident in the five-minute film 
and further excretion in the later films. At- 
tention was directed to the right kidney caly- 
ces; some fullness of the infundibula and the 
renal pelvis was noted, but there was no evi- 
dence of obstruction or dilatation of the upper 
portion of the ureter, which showed slight 
hydronephrosis. There were no shadows sug- 
gestive of afiomalous veins. The twenty-min- 
ute film was made with the patient erect, and 
this showed a slight drop of each kidney, more 
marked on the left. There were small amounts 
of dye remaining in both kidneys. Most of the 
dye was in the urinary bladder. The upper 
portion of the right ureter was best visualized 
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on one of the fifteen-minute films. 

The diagnosis was slight hydronephrosis of 
a satisfactorily functioning right kidney. 
There were no anomalies of the renal pelvis 
of the portion of the right ureter and no evi- 
dence of renal stones. 

On May 15, another postoperative examina- 
tion was performed. A plain film was made 
of the urinary tract. Intravenous pyelographic 
studies were taken at five and fifteen minutes 
with the patient in the supine position, the 
latter being steroroentgenograms, and an erect 
view was also made. 

Both kidneys were of average size, shape 
and position. There were no densities along 
the course of the urinary tract that could be 
identified as calculi. There was evidence of 
early hydronephrosis involving the right kid- 
ney. The most recent earlier films were not 
available for comparison but, according to the 
report made March 17, there was apparently 
no essential change in the degree of hydro- 
nephrosis since that time. The right ureter 
was fairly well visualized; the upper half was 
moderately dilated. The cause of this dilation 
was not roentgenographically evident. The 
lower half of the ureter was within normal 
limits, as were the pelves and calyces of the 
left kidney. The left ureter was quite well 
visualized and was of normal caliber. 

In the erect position the descent of the kid- 
neys was within normal limits, and there was 
fairly good emptying of the right kidney. 

The final diagnosis was early hydronephro- 
sis involving the right kidney, with the de- 
scent of the kidneys within the normal limits 
and no roentgen evidence of a urinary cal- 
culus. 


COMMENT 


One of the points interesting to note in 
retrospect was the patient’s simple but 
very important comment that she had 
noted her waistline becoming fuller since 
the date of the accident in December. An- 
other valuable consideration that was 
overlooked was the interesting type of dis- 
charge which the patient so ably described 
and to which I did not attach any particu- 
lar significance, since the condition of the 
cervix and the vagina was known to have 
been entirely normal at a recent date. It 
reminds one of the sputum of patients 
with passive congestion of the lung during 


210 


thy 


VOL. XX, NO. 2 


chronic heart disease. There were no 
notable urinary abnormalities. The hemo- 
globin level dropped to 61 per cent at 
about 6:30 in the evening, and the total 
white cell count was 18,000 per cubic milli- 
meter of blood. The total red blood cell 
count at this time was 3,960,000 per cubic 
millimeter. 

It is well to be aware that such a slight 
accident as is described here and caused 
by an arm rest might precipitate complete 
tearing of a renal vein. One considers an 
arm rest so well padded that this seems 
far-fetched, if not impossible. If the mass 
had developed directly below the kidney 
instead of pointing in the anterior ab- 
dominal wall below the umbilicus, the pre- 
operative diagnosis might have been more 
positive. It was interesting to note the 
progress of the blood insinuating itself 
between the retroperitoneal folds and 
along the course of the bowel, the broad 
ligament, the ureter and the uterus. This 
undoubtedly was a slow and gradual pro- 
cess, and the patient must have suffered a 


good deal of discomfort for the full month 
during which this progress was taking 
place. 


SUMMARY 


An unusual trauma of the right renal 
vein, with total separation of the vessel, is 
reported. There was unusual progress of 
the blood in a retroperitoneal direction, 
leading finally to the interesting commo- 
tion which caused sufficient hemorrhage to 
warrant the patient’s asking for relief of 
pain. To our knowledge, this is the first 
case in which so long a time elapsed from 
the onset of the original trauma to the 
time of operation. The condition was not 
recognized until laparotomy was per- 
formed. Postoperative progress was very 
satisfactory, indicated by roentgenograms 
taken as late as May 15, 1952. 


RESUMEN 
Se comunica un caso raro de traumatis- 


mo de la vena renal derecha con despren- 
dimiento completo del vaso. Se encontré 
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una propagacion rara de la sangre en di- 
reccion retroperitoneal, dando lugar a una 
conmocién interesante que causo suficien- 
te hemorragia para garantizar la peticién 
del paciente de algo para calmar su dolor. 
A nuestro conocimiento, este es el primer 
caso en el cual ha transcurrido un tiempo 
tan largo entre el comienzo del trauma y 
el tiempo de la operacién. Dicho proceso 
no fué reconocido hasta que se hizo la 
laparotomia. El] curso postoperatorio fué 
muy satisfactorio, indicado por los roent- 
genogramas tomados hasta Mayo 15 de 
1952. 


RIASSUNTO 


Viene riferito il caso di un _ insolito 
trauma della vena renale destra con sezi- 
one totale di essa. I] sangue si diffuse, 
contrariamente a quanto avviene di solito, 
verso il retroperitoneo e determino alla 
fine un quadro tale da decidere il paziente 
a richiedere intervento per il do'ore che 
provava. A quanto ne sappioma questa é 
la prima volta in cui tanto tempo é tras- 
corso fra i] trauma e_l’operazione. La 
lesione non fu diagnosticata che intra- 
operatoriamente; il decorso successivo fu 
buono e la guarigione confermata da un 
recente esame radiologico. 


ZUSAM MENFASSUNG 


Es wird tiber eine ungewoéhnliche mit 
vélliger Abtrennung des Gefasses einher- 
gehende Verletzung der rechten Nieren- 
vene berichtet. Es erfolgte ein merkwiirdi- 
ges Abfliessen des Blutes in Richtung auf 
den retroperitonealen Raum, was schliess- 
lich zu einem interessanten Unruhe Zu- 
stand fiihrte. Dieser verursachte eine Blu- 
tung, die umfangreich genug war, um 
den Kranken wegen seiner Schmerzen 
arztliche Hilfe suchen zu lassen. Dem Ver- 
fasser ist kein anderer Fall bekannt, in 
dem die Zeitspanne zwischen der ur- 
spriinglichen Verletzung und der Opera- 
tion so gross war wie im vorliegenden. 
Die Diagnose wurde erst bei der Lapar- 
rotomie gestellt. Der Krankheitsverlauf 
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nach der Operation war sehr befriedigend, 
wie durch Roentgenuntersuchungen vom 
15. Mai 1952 bestatigt wird. 


RESUME 


L’auteur rapporte un cas de traumatis- 
me de la veine rénale droite ot il y eut 
séparation compléte des vaisseaux. Le 
sang ayant envahi l’espace rétro-périto- 
néal il se fit une hémorragie assez im- 
portante pour causer de la douleur con- 
sidérable au patient. Cas rare, ou le diag- 
nostic ne se fit qu’a l’intervention. 


SUMARIO 


E registrada uma leséo pouco comum da 
véia renal direita, no qual havia a progres- 
sao do sangue para a regiao retro-peri- 
toneal, causando uma hemorragia pronun- 
ciada que obrigou ao doente a solicitar um 
alivio urgente para as dores que apresen- 
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tava. Segundo o autor, é este o primeiro 
caso em que houve tanta demora entre o 
traumatismo original e o momento exato 
em que se processou a intervengao, sendo 
que a lesao nao foi diagnosticada, sinao 
apés a laparotomia praticada, alias com 
absoluto sucesso, num posoperatorio muito 
satisfatorio. 
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Editorial 


The surgeon’s need of dealing with the blood 
vessels is a criterion of his proficiency in his art. 

The moment of tying the ligature is, indeed, 
a dramatic one. The monstrous, booming tumor 
is stilled by a tiny thread, the trumpet silenced 
by the magic wand. 

William Stewart Halsted (1921) 

One of the chief fascinations of surgery is the 
management of wounded vessels, the avoidance of 
hemorrhage. The only weapon with which the un- 
conscious patient can immediately retaliate upon 
the incompetent surgeon is hemorrhage. If he 
bleeds to death, it may be presumed that the sur- 
geon is to blame, whereas if he dies of infection, 
or shock, or from an unphysiological operative 
performance, the surgeon’s incompetence may not 


be so evident. 
William Stewart Halsted (1912) 


O more appropriate caption could be 
chosen for the present contribution 


than the cited passages from the 
writings of William Stewart Halsted, 
whose centenary of birth was celebrated 
last year. Born in 1852, he was one of the 
greatest of the pioneer surgeons of Ameri- 
ca. It was he who, whilst at Johns Hop- 
kins University Hospital, introduced the 
use of rubber gloves in surgery in 1893 
and thus made possible the modern glori- 
ous extension of antiseptic operative sur- 
gery. 

Cognizant of the fact that with a wide 
basic knowledge of anatomy and embry- 
ology, both normal and morbid, a surgeon 
is never lost when operating; Halsted 
spent years of his life in a serious and 
vigorous campaign educating prospective 
surgeons to keep abreast with anatomy 
and, in particular, to have a healthy re- 
spect for life-sustaining arteries when 
operating. Very effectively, by admoni- 
tion and example, Halsted left an ever- 
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Constitutional Arterial Variations 


as Exemplified in the Blood Supply of the Liver 


lasting message to surgeons, namely, that 
the best way to avoid injury to blood 
vessels is to know them and know how, 
when and where to ligate them properly. 

In these days, when the teaching of 
anatomy has been severely curtailed in the 
medical curriculum and to a large extent 
has been estranged from all but the purely 
surgical aspect of medicine, it is well to 
recall the fact that William Harvey (1578- 
1657), the great physiologist and dis- 
coverer of the circulation, entitled his im- 
mortal work in 1628 “An Anatomical Dis- 
sertation on the Movement of the Heart 
and Blood.” He did not describe it as a 
“physiological dissertation,” for he felt 
that ““Not from books but from dissection, 
not from the tenets of philosophers but 
from the structure of Nature do I profess 
to learn and teach anatomy.” 

In this attitude he acted like Andreas 
Vesalius (1514-1564) the fifth in an un- 
broken line of doctors and the father of 
modern anatomy. Years after his suc- 
cessful overthrow of the Galen School of 
Anatomy, Vesalius stated: “My study of 
anatomy would never have succeeded had 
I, when working at medicine at Paris, 
been willing that the viscera should be 
merely shown to me and to my fellow- 
students at one or another public dissec- 
tion by wholly nonskilled barbers, and that 
in the superficial way. I had to put my 
own hand to the business.” 

After his premedical studies at Brussels 
and Louvain, Vesalius entered medicine at 
Paris in his nineteenth year, but after 
three years of anatomic dissection there, 
he returned in 1536 to Louvain University, 
his Alma Mater, where he continued to 
study anatomy by dissection. From Lou- 


vain he went to Padua, where, on Decem- 
ber 6, 1537, the day after being graduated 
as a Doctor of Medicine, he was appointed 
“Lector, Ostensor and Incisor” .. . this 
at the age of 23 years. Six years later 
(1548), he edited his epochmaking, im- 
mortal work, “De Humani Corporis Fabri- 
ca.” In this work Galen’s universally used 
and approved but highly incomprehensible 
anatomy of swine, dogs, and monkeys, was 
replaced by the anatomy of man as Vesali- 
us had proved it to be by dissection. 

At long last and to the benefit of man- 
kind the Galenistic combination pattern 


of medical training in anatomy .. . pro- 
fessor teach, demonstrator supervise, bar- 
ber cut and dissect . .. had come to an 


end. The “Fabrica” of Vesalius, despite 
every type of opposition, succeeded in 
bridging the gap in human anatomy be- 
tween the time of standard human dissec- 
tion at Alexandria (B. C.) and his own 
era. 

Looking back on the anatomic training 
he had been exposed to by his teacher 
Sylvius at Paris, Vesalius in later years 
had this comment to make: “The lecturers 
are perched up in a pulpit like jackdaws, 
and arrogantly prate about things they 
have never tried, but have committed to 
memory from the books of others, or 
placed in written form before their eyes. 
The dissectors are so ignorant of language 
that they are unable to explain their dis- 
sections to the onlookers and merely botch 
what they are supposed to exhibit in ac- 
cordance with the instructions of the phy- 
sician, who never applies his hand to the 
dissection, but contemptuously steers the 
ship out of the manual, as the saying goes. 
Thus everything is wrongly taught, days 
are wasted in absurd questions and in the 
confusion less is offered to the onlooker 
than a butcher in his stall could teach a 
doctor.” 

Vesalius was well equipped to write the 
Fabrica for-he had an excellent command 
of Latin and Greek, hence his linguistic 
outburst against the dissectors. 

Today, 400 years after the introduction 
of anatomy as Vesalius revealed it by dis- 
section, medicine still faces one of its 
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greatest problems, to wit, man as he really 
is . . . developmentally and, therefore, 
constitutionally different in each case as 
regards all the anatomically delineated 
systems (skeleton, musculature, nervous 
system, cardiovascular and lymphatic sys- 
tems, urogenital and digestive systems) 
and as regards the structures of the or- 
gans of special sense (eye, ear and nose). 

Despite the vast array of anatomic in- 
vestigations and observations that have 
been made, there is today not a single 
text that portrays the variational anatomy 
of man with an account of the causes of 
its diversity. The task of compiling such 
a work is far too great for one author 
to undertake in a lifetime. Only a pooling 
of the experiences of those who for many 
years and on hundreds of subjects have 
studied a certain region (paranasal sinu- 
ses, shoulder joint) or a systemic topic 
(patterns of the axillary or celiac artery) 
coupled with further extensive investiga- 
tive work on regions and topics descrip- 
tively still in mere outline in textbooks of 
anatomy, can bring a work of this type 
into being. From present indications none 
of us living today will live to see this 
much needed and desired work, nor is 
there any hope for its appearance in gen- 
erations to come. 

And yet, all existent constitutional varia- 
tions in the anatomy of our bodies are 
ours to know, safeguard and enjoy, not 
to belittle, neglect, mutilate or destroy. 
Their importance and application to clini- 
cal medicine are becoming more appreci- 
ated day after day in the clarification and 
cause of disease, in operative technics and 
its results and in manifold other phases of 
modern medicine and dentistry. As far as 
surgery is concerned, many of its new 
procedures are based on a fuller under- 
standing of the underlying anatomy, as 
instanced in modern bronchopulmonary 
resections, in the intrapericardial ap- 
proach to pulmonary vessels for removal 
of the lung, in the intracardial approach 
to rectify congenital and acquired heart 
defects, in the resection and exenteration 
of pelvic and abdominal organs, not to 
mention the tremendous progress that has 
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been made in the detection of brain tumors 
via a study of injected blood vessels, and 
the roentgenographic progress that is 
being made in the diagnosis of diseases by 
arteriograms. 

Today, then, as initially, at every for- 
ward step of medicine, the adage of the 
old masters still holds, “Anatomia est 
oculus medicinae.” Gross anatomy is defi- 
nitely not a sterile field, as is often super- 
ciliously stated by those who think that 
anatomy is cadaver anatomy and nothing 
more, but one replete with defiant chal- 
lenges to gallant and self-sacrificing work- 
ers to find, assemble and explain existent 
anatomic variations, not only those of the 
skeleton, skull, and somatotype body form 
but those of the soft structures, amid 
which variations in arterial patterns are 
the most striking, baffling and widespread. 

Arterial variations, like other anatomic 
variations, cannot be ignored, for the risk 
of ligating the wrong vessel or of sever- 
ing an essential organ-sustaining artery, 
along with the dangers of ischemia and 
gangrene, of leaking and bleeding from 
sites of repair and at anastomotic suture 
lines, are too great, being ubiquitous pos- 
sibilities. Arterial variations are verifiable 
facts of the human constitution that have 
been observed time and time again. They 
can be statistically estimated by dissection 
of a large series of bodies and should, ac- 
cordingly, be summed up in the lowest 
common denominators readily available to 
the anatomist for teaching and to the sur- 
geon as a guide and precaution in opera- 
tive procedures. 

Errors in surgery we shall always have 
with us, for it is but human to make mis- 
takes, but a dreary record of surgical 
failures in any community or hospital is 
a calamity, and is unquestionably the 
sequel of the fallacy of supposing that 
good surgery can be performed without 
an adequate preparation under reputable 
experienced surgeons and without knowl- 
edge of the regional anatomy and its per- 
tinent blood supply. An obvious lack of 
interest on the part of the surgeon in 
arterial arrangement, an indifference in 
his mode of handling blood vessels is, in 
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many cases, a well-learned defense versus 
that too often closed door. Key facts re- 
garding the variability in the origin and 
distribution of arteries can be abstracted 
and learned, for as in all phases of human 
effort and accomplishment we learn that 
what we need to learn. 

Curious indeed is the history of the in- 
vestigative work on arteries. -Since the 
publication of Vesalius’s “De Humani 
Corporis Fabrica” at Basel in June 1543, 
which marked the beginning of modern 
anatomy, only four books with colored 
plates and text on arterial variations as 
observed in the entire human body have 
been published. They are: (1) the 
“Icones” of Haller, the Swiss physiologist 
and Professor of Medicine at the Univer- 
sity of Géttingen, written in Latin, dedi- 
cated to King George II of England and 
published in Gottingae in 1756; (2) the 
“Tabulae Arteriarum” of Tiedemann, Pro- 
fessor of Anatomy and Physiology at the 
University of Heidelberg written in Latin 
and in German and published in Karsruhe 
in 1822; (3) The “Anatomy of the Ar- 
teries of the Human Body” by Richard 
Quain, Professor in University College, 
London, and Surgeon to University Col- 
lege Hospital, published in London in 
1844; (4) “Das Arteriensystem der Ja- 
paner” by Adachi, Professor of Anatomy 
at the University of Kyoto, published in 
Tokyo in 1928. With the exception of 
Adachi, who gave an extensive description 
of the celiac axis and made small sche- 
matic drawings of six types with twenty- 
eight subgroups, none of the listed authors 
deals with the blood supply of the upper 
abdominal organs beyond a few illustra- 
tions and pages. 

Many years ago Sir Arthur Keith, now 
in his eightieth year, stressed the fact that 
in the biliary region “variation is ramp- 
ant.” For the blood supply of the supra- 
mesocolonic organs, to which I have de- 
voted many years of study, I should like to 
adopt this phrase, altering it to read that 
here “variation is constant.” In major 
features, such as the celiac and aortic 
origin of the main vessels, less than one- 
half of the subjects conform to the text- 


book description, whereas in finer details, 
especially terminal branchings, no two 
arterial vascularization patterns of any of 
the organs above the transverse colon are 
ever the same. This startling experimental 
fact should not bewilder the surgeon, nor 
does it preclude the possibility of giving 
him a workable familiarity with the most 
important and the most common, with the 
exceptional and rare arterial patterns that 
he has to deal with when operating. 

If arterial variations are worth know- 
ing at all, they are worth knowing as ac- 
curately as possible. Responsibility for 
teaching arterial variations lies with the 
anatomist, action in the mode of severance 
of them is the problem of the surgeon. Be- 
fore ligating or severing an artery, the 
conscientious surgeon should at least know 
its purpose, course and relations. Often, 
as in gallbladder surgery, the site and size 
of the operative field do not permit an 
ascertainment of an artery’s origin, as is 
possible by the wide transverse abdominal 
incision made by the anatomist. It is here 
that the surgeon must rely on his own ex- 
periences and memory pictures and on his 
own personal incessant study of what 
other surgeons or anatomists have re- 
corded. Anatomy and surgery are forever 
intertwined; an anatomist need not be a 
surgeon and today rarely is, but a sur- 
geon must always know the anatomy, in 
particular and in detail, of the body region 
he has selected for his operative proce- 
dure. 

Pertinent here is the admonition given 
by the British surgeon Flint in 1923, to 
wit: “Technically, gallbladder surgery is 
much the most difficult of any abdominal 
surgery, and inadequate appreciation of 
the abnormalities of this region does not 
lessen the risk.” That this warning of 
Flint is still appropriate today is obvious 
from the plea recently made by Lahey of 
Boston (1949): “We should publicize the 
fact that cholecystectomy is a dangerous 
operation. It is dangerous unless one real- 
izes how important it is to control the 
blood supply, to demonstrate definitely the 
anatomic relationship, and to realize that 
anomalous anatomy is very common.” 
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The plea of Flint and Lahey for fuller 
knowledge on variational anatomic pat- 
terns in the biliary region, especially of 
arteries, so important to surgeons was 
forcefully presented over 200 years ago 
by Haller and over 100 years ago by Quain 
and Tiedemann. In our own time it has 
been made repeatedly, as instanced in the 
writings of Charles and William Mayo, 
Brewer, Rio Ranco, Belou, Descomps, 
Piquand, Eisendrath, Max and Philip 
Thorek, Behrend, Lipshutz, Cole, Ravdin, 
Haberland, Kiss, Thompson, Moynihan, 
Gordon-Taylor, Browne, Daseler, Anson, 
Madden and Hambley, and Reimann. 

A knowledge of the anatomic variations 
in the biliary region and how they are 
brought about affords the surgeon guid- 
ance and self-confidence and rewards him 
in most instances with successful opera- 
tive results, for obviously the best way to 
avert injuries to blood vessels is to know 
them, as repeatedly emphasized by Hal- 
sted. Angulation of an artery due to trac- 
tion in the mobilization of the hepatic 
pedicle or of an enteric segment, like the 
duodenum, should present no difficulty 
once the regional artery and its mode of 
distribution is known and has purpose- 
fully been checked in each case. 

Constitutional Variations.—In my study 
of the blocd supply of the upper abdomi- 
nal organs in 200 bodies, I have shown 
that the conventional textbook description 
of the arterial blood supply to the liver 
effected through a celiac artery having 
three branches (hepatic, left gastric and 
splenic) occurs in only about one half of 
the population (55 per cent of 200 bodies) , 
while that of the gallbladder (by a single 
cystic from a celiac hepatic artery in the 
cystic triangle of Calot or Budde) occurs 
only in 63 per cent. In 25 per cent the 
cystic artery is double, i.e., its superficial 
and deep branch arise separately, as first 
announced by Vesalius with the term 
“gamellae cysticae.” In about 20 per cent 
the cystic artery does not arise in the 
cystic triangle, but takes origin from an 
artery outside it, i.e., from an artery to 
the left of the hepatic duct or from an 
artery below the cystic duct. The main 
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causes for these amazing deviations of 
the hepatic blood supply from the so-called 
normal are the varied anatomy of the celiac 
artery and the varied sites of origin of 
the right and left hepatics arteries, be 
these accessory or replaced. When typical 
and complete, the celiac artery has three 
branches, the left gastric, the splenic 
(lienal) and the hepatic, constituting a 
complete hepatolienogastric trunk (65 per 
cent of 200 bodies). This trunk may be 
incomplete when the right, middle or left 
hepatic artery arises from some other 
source, thereby constituting an incomplete 
hepatolienogastric trunk. Hence, in a com- 
plete or incomplete form a _ hepatolieno- 
gastric trunk occurs approximately in 90 
per cent, all other types of celiac trunks 
comprising the remaining 10 per cent. The 
celiac may omit the left gastric, forming 
a hepatolienal trunk (3.5 per cent), or 
the hepatic, forming a lienogastric trunk 
(5.5 per cent) or the splenic, forming a 
hepatograstric trunk (1.5 per cent). 
Additive branches of the celiac artery 
comprise the dorsal pancreatic arteries, 
(22 per cent), the inferior phrenic ar- 
teries, (74 per cent), the middle colic or 
an accessory middle colic arter (3 cases). 
Frequently there is no celiac hepatic 
artery. In my series of 200 bodies the 
common hepatic artery was replaced from 
the superior mesenteric in 5, from the 
aorta in 3 and from the left gastric in 1, 
(the only one encountered in 500 bodies). 
The celiac tripod of Haller occurred in 25 
per cent and a celiac tetrapod (formed by 
addition of the dorsal pancreatic) in 5 per 
cent. A hepatomesenteric artery occurs 
very frequently (17 per cent), the trunk 
giving rise either to an accessory or re- 
placed right hepatic artery or to the entire 
common hepatic artery. A celiacomesen- 
teric trunk where the superior mesenteric 
artery arises in conjunction with the celiac 
occurs very rarely (2 cases). The celiaco- 
colic trunk giving rise to the middle colic 
or to an accessory middle colic artery (3 
cases) should always be borne in mind in 
resections of the transverse colon, lest this 
enteric segment be deprived of its blood 
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Aberrant Hepatic Arteries: An aber- 
rant hepatic artery arises otherwise than 
from a typical celiac hepatic artery and 
comprises two types, viz., replaced and ac- 
cessory, the former being substitutive and 
the latter additive vessels. Replaced or ac- 
cessory right hepatic vessels arise pre- 
dominantly from the superior mesenteric, 
less seldom from the aorta, gastroduo- 
denal, retroduodenal, superficial cystic, or 
dorsal pancreatic. Replaced or accessory 
left hepatic arteries arise nearly exclu- 
sively from the left gastric or from the 
superior mesenteric via a replaced hepatic 
trunk. From a statistical analysis of the 
200 bodies examined, it may be estimated 
that some sort of aberrant hepatic artery 
(accessory or replaced) occurs approxi- 
mately in every other body (41.5 per cent) 
and that 31.5 per cent have but one aber- 
rant hepatic artery, while 10 per cent have 
two or more. 


Because of the frequent origin of the 
left hepatic artery (replaced or accessory) 
from the left gastric artery, the early 
anatomists followed the nomenclature 
which Haller suggested in 1745, and desig- 
nated the left gastric as the gastrohepatic 
artery, a term still used in current French 
texts. Of the 46 bodies with an aberrant 
left hepatic arising from the left gastric 
artery, the vessel was replaced in 23 and 
accessory in 23. Hence, functionally con- 
sidered, one-half the aberrant left hepatics 
from the left gastric constitute the only 
left hepatic present, severance of which 
during gastric resection may lead to is- 
chemia and subsequent necrosis of the left 
lobe of the liver, followed by death. Of the 
34 bodies having an aberrant right hepatic 
artery arising from the superior mesen- 
teric, 25 of the arteries were replaced and 
only 9 were accessory, indicating that 
roughly three-fourths of aberrant right 
hepatic arteries arising from the superior 
mesenteric (17 per cent incidence, includ- 
ing replaced hepatic trunks) are replaced, 
i. e., the only right hepatic artery present. 
The inexcusable ligation of such an artery 
during cholecystectomy deprives the right 
lobe of its blood supply and may readily 
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be the direct cause of grave morbidity and 
death (Gordon-Taylor). Recently (1953) 
Ramstrém of Sweden has shown that 
there is a definite interplay between all 
hepatic injuries (toxic, infectious, post- 
traumatic) and rena] insufficiency (hepa- 


torenal sydrome). He has claimed that 
certain obscure deaths after cholecystec- 
tomy with renal dysfunction may well be 
due to unintentional ligation of anomalous 
hepatic artery. 

Ligation of the Hepatic Artery: Strik- 
ingly unprecedented recent innovations in 
surgery are ligation of the hepatic artery 
for portal cirrhosis, as introduced by Rien- 
hoff, and complete removal of the celiac 
axis and gastric bed of lymphatics, lymph 
nodes and organs en bloc (stomach, spleen, 
two-thirds of the pancreas, great omen- 
tum) for carcinoma of the stomach after 
the integrity of the superior mesenteric 
artery had previously been established, as 
advocated by Appleby. Survival of pa- 
tients after these seemingly drastic opera- 
tive procedures is startling, for all sur- 
geons are mindful of the fact that from 
the beginning of their training in anatomy 
and surgery they were taught not to in- 
terfere with the blood supply of the liver, 
the hepatic being the only artery, in the 
opinion of innumerable reputable sur- 
geons, that could never be ligated under 
any conditions. This axiomatic didactic 
principle was based on many years of ani- 
mal experimentation and surgical experi- 
ence. 

That some kind of compensatory col- 
lateral circulation to the liver was estab- 
lished in patients who survived the re- 
spective operations is quite obvious. 
though its nature, extent and degree of 
effective duration are as yet largely un- 
known, In textbooks on anatomy and sur- 
gery no mention is made of collateral ar- 
terial pathways to the liver. In a recent 
contribution (Cancer, July issue) I have 
shown that there are, at least, 26 possible 
collateral pathways whereby arterial 
blood may reach the liver. Succinctly 
summarized, these comprise: 

A. Ten basic routes via aberrant hepatic 
arteries (replaced or accessory) arising 
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from the superior mesenteric artery, the 
left gastric artery or other sources. 

B. Six nonhepatic routes capable of con- 
necting with severed hepatics: (1) infra- 
gastric (right and left gastro-epiploic), 
(2) supragastric (right and left gastric), 
(3) infracolic (arcade of Barkow in the 
posterior layer of the great omentum be- 
low the transverse colon), (4) para-eso- 
phageal hepatogastric (cardio-esophageal 
branches from left gastric and splenic 
uniting with similar branches of severed 
left hepatic), (5) retro-esophageal (re- 
current branch of the left inferior phrenic 
via union of its cardio-esophageal branches 
with the severed left hepatic, (6) trans- 
pancreatic (pancreatic arteries uniting 
with the gastroduodenal). 

c. Ten routes over arteries outside the 
celiac blood supply: (1) superior mesen- 
teric via the inferior pancreaticoduodenal, 
(2) superior mesenteric via the transverse 
pancreatic, (3) inferior phrenic communi- 
cating with branches of the heratic in the 
diaphragm, (4) superior phrenic from the 
internal mammary to the hepatic branches 
in the diaphragm, (5) falciform ligament 
and ligamentum teres via the ramulus ad 
appendicem ensiformem of the internal 
mammary (Haller) uniting with branches 
of the middle or left hepatic, (6) arteries 
coursing in the coronary, right and left 
triangular ligaments, (7) intercostals, (8) 
arteries of the posterior abdominal wall, 
(9) fine arterioles (vasa vasorum) in the 
hepatic veins, portal vein and inferior 
vena cava, (10) filamentous arterioles 
coursing along the biliary ducts. 

It should be noted, however, that the 
blood supply of the liver is always un- 
predictable and that because of existent 
anatomic variation, relatively few of the 
collateral pathways can definitely be relied 
upon to establish an adequate compensa- 
tory circulation in the liver when the main 
common hepatic trunk or celiac has been 
ligated. The fact that some patients have 
survived therapeutic ligation of the com- 
mon hepatic is counterbalanced by cases 
in which the result was fatal. In Ritter’s 
report of the 29 cases of ligation of the 
hepatic artery or one of its branches 
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which he found recorded in the literature, 
such ligation was followed by death three 
to four hours in 66 per cent; ligation of 
the hepatic artery proper was fatal after 
seven and a half days in 84 per cent; 
ligation of the right hepatic artery was 
followed by death after eight days in 50 
per cent, and ligation of the left hepatic 
artery resulted in death in 100 per cent 
after ten days. 

As has been pointed out by Chenoweth, 
the technic of ligating the common hepatic 
artery is definitely not easy. This being 
the case, it is still more difficult to locate 
and ligate unknown aberrant hepatic ar- 
teries arising from the superior mesen- 
teric or the left gastric artery, the latter 
type often being hidden under the liver 
at the peripheral edge of the lesser omen- 
tum, the former cryptically ascending be- 
hind the pancreas and in many instances 
participating in its blood supply by giving 
off the inferior pancreaticoduodenal 
artery. 

The collateral pathways which I have 
outlined on an anatomic basis, many of 
them small and insignificant, should by 
no sort of deductive reasoning give rise 
to the impression that ligation of a major 
hepatic artery can be performed with im- 
punity. Behrend, Gordon-Taylor, Vaughn, 
Gray and Ramstrém have definitely com- 
mitted themselves to the opinion that some 
of the so-called “liver deaths” following 
cholecystectomy are attributable to sever- 
ance, ligation or clamping of the right 
hepatic artery. The actual efficiency of the 
outlined 26 collateral pathways to the liver 
can only be determined in further studies 
(animal experimentation, arteriograms 
and postmortem investigations). 

A few words of conclusion and comment 
on the paper “The Intrahepatic Distribu- 
tion of the Hepatic Artery in Man.” This 
issue of the Journal will always be re- 
membered as containing one of the most 
outstanding and significant pioneer inves- 
tigations on the liver since the work of 
Glisson (1597-1677). For the first time; 
the anatomic arrangement of the hepatic 
arteries inside the human liver (made 
clearly visible in corrosion casts) has been 
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statistically analyzed and the variants 
properly grouped. The work of gathering 
100 fresh livers at autopsy, of injecting 
them with a vinyl acetate solution under 
fluoroscopic vision and then making cor- 
rosion specimens of them was indeed la- 
borious and of prolonged duration. Dr. 
Healey, Mr. Schroy and Mr. Sorensen are 
to be congratulated on their results. 

It had been my intention upon the com- 
pletion of my many years of study on the 
extrahepatic disposition of the hepatic ar- 
teries and bile ducts to follow them inside 
the liver. Not having time for this ex- 
tended project I committed the problem 
to Healey and Schroy, leaving the types 
of investigative procedures, portrayal, 
analysis and report of findings entirely to 
their discretion, my part in their work 
being but a critical reading of the text 
and its modification when deemed neces- 


sary. 

The observations of Healey and Schroy 
on the intrahepatic arrangement of bile 
ducts as demonstrable in vinyl acetate 
casts have recently been published (Ar- 


chives of Surgery, May 1953). This con- 
tribution is likewise an outstanding pio- 
neer investigative work, presenting for 
the first time a statistical analysis of the 
biliary tree inside the liver in 100 human 
livers. 

An extended critical correlation of the 
anatomy of the intrahepatic arteries and 
bile ducts with those outside the liver is 
now in order and, if time permits, shall 
be given. A great void still exists, viz., 
the role played by the amazingly numerous 
(25 to 65) subcapsular (Glisson’s capsule) 
tiny branches of the hepatic arteries oc- 
curring predominantly in the umbilical fos- 
sa and the fossa for the ligamentum veno- 
sum as illustrated in some of my figures. 

Two outstanding alterations in ana- 
tomic nomenclature take origin from the 
work accomplished at this Institute, to 
wit: there are no accessory hepatic ducts, 
nor accessory hepatic arteries as usually 
understood. Accessory hepatic ducts are 
but aberrantly running bile ducts that join 
the common hepatic duct late, i. e., out- 
side the liver. Accessory hepatic arteries, 
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i. e., arteries which I considered additive 
to the normal right, middle, and left he- 
patics coming from the celiac, and having 
their origin from other sources, as the left 
gastric or superior mesenteric, should 
not be called accessory, for no artery to 
the liver is accessory. Al] hepatic arteries 
are functionally comparable to replaced 
hepatic arteries; i. e., they definitely sup- 
ply specific areas of the liver and hence 
cannot be called accessory, at least not in 
a functional sense. Accessory hepatic ar- 
teries, like replaced hepatic arteries, are 
essential, there being no arterial anasto- 
mosis grossly visible in the 150 casts thus 
far made at this Institute. 
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The bilaterality of biliary drainage in 
the human liver is likewise definite, for 
the major ducts of the two right seg- 
ments of the liver (anterior and posteri- 
or) and of the two left segments (medial 
and lateral) do not anastomose in any of 
the casts. For further details on the intra- 
hepatic arrangement of bile ducts and the 
clinical applications of results the reader 
is referred to the cited paper (P. 133), this 
issue. 


NICHOLAS A. MICHELS, M.A. (Minn.), 
D.Sc. (Louvain), M.I.C.S. (Allied 
Science Division). 


The International College of Surgeons announces the expansion of Journal 
publication service to include the bi-monthly Bulletin of Meetings, Announce- 
ments, National and International Activities, the first appearance of which will 
coincide with that of the September issue of the Journal. Copies will be available 
at the Eighteenth Annual Congress of the United States and Canadian Sections 
at the Waldorf-Astoria, New York, September 13 to 17 inclusive, 1953. 
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Dr. Philip Thorek Ap- 
pointed Associate Editor: 
The acceptance by Dr. 
Philip Thorek, F.A.C.S., 
F.I.C.S., of the post of As- 
sociate Editor of the Jour- 
nal of the International 
College of Surgeons is one 
more evidence of his sin- 
cere devotion to the College 
and all its activities. Dr. 
Thorek, who has won dis- 
F.A.C.S., F.LC.S. tinction not only in his sur- 

gical career in Chicago but 
as an author of many valuable contributions 
to the scientific literature, is an active par- 
ticipant in all College enterprises, notably 
the series of Film Forums that have formed 
so impressive a portion of the Annual Con- 
gress of the United States and Canadian Sec- 
tions for several years. He is thoroughly con- 
versant with the needs of both the College 
and the Journal. He is the author of two valu- 
able textbooks, Anatomy in Surgery, published 
by Lippincott in 1951, and Diseases of the 
Esophagus, issued by the same publishers, in 
1952. 

Dr. Thorek’s practice is confined entirely 
to his chosen specialty, surgery. His articles 
on surgical treatment of esophageal lesions 
and diseases are classic. He is Co-Chief 
of Surgery at the American Hospital 
of Chicago; a Diplomate of the American 
Board of Surgery; and Professor of Surgery 
at the Cook County, School of Medicine. He 
is a Fellow of both the American College of 
Surgeons, and the International College of 
Surgeons, and is a member of the American 
Medical Association, the Illinois State Medi- 
cal Association, and the Chicago Medical 
Society. He recently became an Honorary Med- 
allist of the University of Bordeaux, France. 
Dr. Domagk to Speak at Eighteenth Annual 


Congress of the United States and Canadian 
Sections: Nobel Prize Winner Prof. Dr. Ger- 
hard J. P. Domagk, F.I.C.S., will be one of 
the many well-known speakers at the Eight- 
eenth Annual Congress of the United States 
and Canadian Sections of the International 
College of Surgeons, to be held at the 
Waldorf-Astoria in New York from Septem- 
ber 13 to 17, 1953. 

Dr. Domagk, Professor of Surgery at the 
University of Miinster in Germany, is 
the discoverer of sulfa drugs. He received the 
Cameron Prize in the spring of 1939 and the 
Nobel Prize for medicine in the autumn of 
the same year. He will address the Congress 
on the subject “Medical Treatment of Pul- 
monary Tuberculosis.” 

The Herbert Acuff Memorial Address will 
be given Monday afternoon, Sept. 14, by Dr. 
J. Grafton Love, F.A.C.S., F.I.C.S., Professor 
of Neurosurgery at the University of Minne- 
sota. His subject will be ‘““Newer Methods 
of Diagnosis and Treatment of Glossopharyn- 
geal and Trigeminal Neuralgia, Including 
the Decompression Operation.” 

More specialized subjects will be studied 
in the special sessions of the sections on 
Ophthalmology and Otorhinolaryngology. 
Obstetrics and Gynecology, Plastic Surgery, 
Neurosurgery, Orthopedics, Urology, Occu- 
pational Surgery and Coloproctology. These 
meetings will include papers, symposiums, 
round table discussions, panel discussions, 
study clubs and surgical clinics. 

A program on the International Surgeons’ 
Hall of Fame will be held at 8 p.m. Sunday, 
September 13, in the Sert Room of the 
Waldorf-Astoria. The main address, “Fame 
in Surgery,” will be given by Dr. Richard 
H. Shryock of Baitimore. Dr. Shryock is the 
William H. Welch Professor of the History 
of Medicine and Director of the Institute of 
the History of Medicine at Johns Hopkins. 
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Preliminary Program 
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Eighteenth Annual Congress 


UNITED STATES 
and 
CANADIAN 
SECTIONS 


SJuternational College 
of Surgeons 


THE WALDORF-ASTORIA 
NEW YORK, NEW YORK 


Sunday, Monday, Tuesday, Wednesday, and Thursday 
September 13, 14, 15, 16, 17, 1953 
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Sunday, September 13, 1953 _ 


PROGRAM 


INTERNATIONAL SURGEONS’ 
HALL OF FAME 


Sert Room 
The Waldorf-Astoria 


8:00 p.m. 


ADDRESS: FAME IN SURGERY 
By 


RICHARD H. SHRYOCK, Ph.D., Baltimore, Maryland; 
William H. Welch Professor of the History of Medi- 
cine and Director of the Institute of the History of 
Medicine, The Johns Hopkins University School of 
Medicine. 


Other plans for the program will be announced later. 


Architect’s preliminary sketch of entrance to the 
International Surgeons’ Hall of Fame. 
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Monday, September 14, 1953 


General Assembly 


MORNING SESSION 


Progress in the War Against Cancer 
CHARLES S. CAMERON, M.D., F.A.C.S., New 
York; Medical and Scientific Director, and 
Vice President, American Cancer Society, 
Ine. 


Viewpoint of a Pathologist on Progress in 
the Treatment of Cancer 

CORNELIUS P. RHOADS, M.D., F.A.C.P., New 
York; Professor of Pathology, Cornell Univer- 
sity Medical College; Sloan- sation Insti- 
tute for Cancer Research ‘ 


Cytology in Cancer 

GEORGE N. PAPANICOLAOU, M.D., New York; 
Professor of Clinical Anatomy, Emeritus, 
Cornell University Medical College 


DEMONSTRATION: A REHABILITATION 
TEAM IN ACTION 


HENRY H. M.D., F.A.C.S., F.I.C.S., 
Newark, New Jersey; Clinical Professor of 
Rehabilitation, New York Medical College; 
Medical Director, The Kessler Institute for 
Rehabilitation, West Orange, and the New 
Jersey State Rehabilitation Clinic, Newark 
and 

RutTH DICKENSON, Chief Physical Therapist; 
FLORENCE STATTEL, Chief Occupational Thera- 
pist; GRACE MONTAGRIFF, Chief Nurse; WIL- 


Grand Ballroom, The Waldorf-Astoria 
ADVANCES IN THE TREATMENT OF CANCER 


The Use of a Cobalt Beam Unit 
T. A. WaTSON, M.B., Ch.B., D.M.R., Saskatoon, 


LUNCHEON 
Empire Room, The Waldorf-Astoria 


PANEL DISCUSSION with Morning Sneakers 


Monday, —* 14, 1953 


AFTERNOON SESSION—-GENERAL ASSEMBLY 
Grand Ballroom, The Waldorf-Astorfa 


Saskatchewan, Canada; Director of Cancer 


Services for Saskatchewan 
Intermission to View Exhibits 


Concepts on Parotid Tumors 
GEORGE J. PAPAYANNOPOULOS, M.D., Athens, 
Greece; Exchange Fellow in Surgery, Univer- 
sity of Colorado School of Medicine, Denver 


Clinical Anatomy in Radical Liver Surgery 
JOHN E. HEALEY, JR., M.D., M.I.C.S., Phila- 
delphia; Assistant Professor of Anatomy, The 
Daniel Baugh Institute of Anatomy, The 
Jefferson Medical College of Philadelphia 


Discussion 


LIAM JONES, Vocational Counselor of The Kess- 
ler Institute for Rehabilitation 


at 


Intermission: to View Exhibits 


The Segmental Nature of Peripheral Arterio- 
sclerosis Obliterans and its Surgical Impli- 
cations 


EUGENE, L. LOWENEFERG, M.D., F.A.CS.. 
F.1.C.S., Norfolk, Virginia; Chief, Peripheral 
Vascular Disease Service and Chief, Surgical 
Service, Norfolk General Hospital 
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HERBERT ACUFF MEMORIAL ADDRESS 


Newer Methods of Diagnosis and Treatment Surgery in the Aged 

of Glossopharyngeal and Trigeminal Neural- 

F.I.C.S., Chicago; Professor and Chairman, 


J. GRAFTON LOVE, M.D., F.A.C.S., F.I.C.S., Department of Surgery, Loyola University 
Rochester, Minnesota; Professor of Neuro- Stritch School of Medicine; Chairman, De- 
surgery, University of Minnesota, Mayo Foun- partment of Surgery, Mercy Hospital 


dation, Graduate School 


Monday, September 14, 1953 


EVENING SESSION 


The Film Forum 


Empire Room, The Waldorf-Astoria 


8:00 to 10:00 P.M. 


Chairman: PHILIP THOREK, M.D., F.A.C.S., F.1.C.S., Chicago, 
Illinois 


Simplification of Gastric Resection and Demonstration of New 
Instruments 


PrRoFEssoR Dr. KOMEI NAKAYAMA, F.J.S.A., F.1.C.S., Chiba, 
Japan; Professor of Surgery, Chiba University Medical School 


Modern Therapy of Varicose Veins 
HERMAN O. MCPHEETERS, M.D., F.A.C.S., F.1.C.S., Minneapolis; 
Member Surgical Staffs, Asbury Methodist, Northwestern, and 
Mount Sinai Hospitals 


Operative Cholangiography 
N. FREDERICK HICKEN, M.D., F.A.C.S., F.I.C.S., Salt Lake City; 
‘Associate Professor of Clinical Surgery, University of Utah Medi- 
cal School; Surgeon, Dr. W. H. Grove’s Latter-Day Saints Hos- 
pital and Salt Lake County General Hospital 


Use of a Cobalt Beam in Malignant Disease 


T. A. WATSON, M.B., Ch.B., D.M.R., Saskatoon, Saskatchewan; 
Director of Cancer Services, Saskatchewan Cancer Commission 
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Tuesday, September 15, 1953 


MORNING SESSION—GENERAL ASSEMBLY 
Grand Ballroom, The Waldorf-Astoria 


ADVANCES IN THE TREATMENT OF 
CARDIOPULMONARY DISEASES 


SYMPOSIUM ON REVASCULARIZATION 
OF THE HEART 
Revascularization of the Myocardium in 
Coronary Disease by Cardiopericardiopexy 
AARON N. GORELIK, M.D., F.I.C.S., New York; 
Assistant Thoracic Surgeon, Metropolitan 
Hospital 

and 
SIMON DACK, M.D., F.A.C.P., New York; Lec- 
turer in Cardiology, Columbia University Col- 
lege of Physicians and Surgeons; Chief, Car- 
diac Clinic, Mount Sinai Hospital; President, 
New York State Chapter, American College of 
Cardiology 


Clinical and Experimental Studies in the 
Treatment of Coronary Artery Insufficiency 
by Internal Mammary Artery Transplant 

ARTHUR M. VINEBERG, M.D., F.I.C.S., Mon- 
treal, Quebec, Canada; Lecturer in Surgery, 


McGill University Medical School; Director of 
Surgery, Grace Dart Home Hospital 


Intermission to View Exhibits 


Arterialization of the Coronary Sinus 

CHARLES P. BAILEY, M.D., M.Sc., F.A.CS., 
F.I.C.S., Philadelphia; Associate Professor of 
Thoracic Surgery, Hahnemann Medical Col- 
lege; Thoracic Surgeon, Hahnemann Hospital 


Operations for Coronary Artery Disease 
CLAUDE §S. BECK, M.D., F.A.C.S., Cleveland, 
Ohio; Professor of Cardiovascular Surgery, 
Western Reserve University School of Medi- 
cine; Associate Surgeon, University Hospitals; 
Visiting Neurological Surgeon, City Hospital; 
Chief Consulting Neurosurgeon, Veterans Ad- 
ministration Hospital 


Discussion 


LUNCHEON 
Empire Room, The Waldorf-Astoria 


PANEL DISCUSSION with Morning Speakers 


AFTERNOON SESSION—GENERAL ASSEMBLY 
Grand Ballroom, The Waldorf-Astoria 


ADVANCES IN THE TREATMENT OF 
CARDIOPULMONARY DISEASES 


SYMPOSIUM ON PULMONARY DISEASE 
Experiences with 400 Segmental Resections 
in the Surgical Treatment of Tuberculosis 

J. MAXWELL CHAMBERLAIN, M.D., F.A.C.S., 
F.1.C.S., New York; Associate Visiting Sur- 
geon, Bellevue Hospital Chest Surgical Serv- 
ice; Consulting Chest Surgeon, Veterans Ad- 
ministration and Navy Hospitals; Director 
Surgical Service, Brooklyn Thoracic Hospital 

and 

CHARLES F. DANIELS, M.D., F.A.C.S., F.I.C.S., 
New York; Assistant Visiting Surgeon, Tri- 


boro and Queens General Hospitals; Associate 
Attending Surgeon, Brooklyn Thoracic Hospi- 
tal 


Surgical Treatment of Emphysema 


JEROME R. HEAD, M.D., F.A.C.S., Chicago; As- 
sistant Professor of Surgery, Northwestern 
University Medical School; Medical Director, 
Edward Sanatorium, Naperville; Surgical 
Staff, Wesley Memorial Hospital, Chicago; 
Consulting Thoracic Surgeon, Veterans Ad- 
ministration Hospital, Hines 
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Intermission to View Eahibits 


Rib Cage Reconstruction Following Thora- 


cotomy 
RICHARD H. OvERHOLT, M.D., F.A.C.S., F.1.C.S., 
Brookline, Massachusetts; Clinical Professor 


England Deaconess Hospitals 


Bronchogenic Carcinoma 
Pror. Dr. ALBERT LEzius, F.I.C.S., Hamburg, 
Germany; Chief, Department of Surgery, Uni- 


rsity of Hambur. 
of Surgery, Tufts College Medical School; Sur- versity 0 ” 


gical Staff, New England Center and New Discussion 


EVENING SESSION 


Forum on Pharmacology 
of Surgery 


Empire Room, The Waldorf-Astoria 
8:00 to 10:00 P.M. 


Pharmacology of Surgery 

E. M. K. GEILING, M.D., Chicago; The Frank P. Hixon Distin- 
guished Professor and Chairman of the Department of Pharma- 
cology, University of Chicago School of Medicine 


Pharmacology of Recent Adjuvants to General Anesthesia 


E. A. ROVENSTINE, M.D., D.A.B., New York; Professor of Anes- 
thesiology and Chairman of the Department, New York Univer- 
sity Post-Graduate Medical School 


Pharmacology of ACTH and Cortisone in Surgery 


LAURANCE W. KINSELL, M.D., D.A.B., Oakland, California; Direc- 
tor of Institute of Metabolic Research, Highland Alameda County 
Hospital 


Pharmacology of Cortisone and Hydrocortisone in Surgery 


JOSEPH LEE HOLLANDER, M.D., D.A.B., Philadelphia; Assistant 
Professor of Clinical Medicine, University of Pennsylvania 
School of Medicine 
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PANEL DISCUSSION: ADVANCES IN 
THYROID SURGERY 


Malignancies of the Thyroid 


RAYMOND W. MCNEALY, M.D., F.A.C.S., 
F.I.C.S., Chicago; Professor of Surgery, 
Cook County Graduate School of Medicine; 
Associate Professor of Surgery, Northwest- 
ern University Medical School; Chief Sur- 
geon, Wesley Memorial Hospital; President 
of Staff, Cook County Hospital 


Some Modern Conceptions in the Treat- 
ment of Thyroid Disease 

CLAUDE J. HuNT, M.D., F.A.C.S., F.I.C.S., 
Kansas City, Missouri; Chief, Hunt Surgical 
Clinic; Chief Surgeon, Surgical Research 
Clinic, Research Hospital and Kansas City 
General Hospital 


The Treatment of Thyroid Diseases 


ARNOLD S. JACKSON, M.D., F.A.C.S., F.I.C.S., 
Madison, Wisconsin; President-elect, Inter- 
national College of Surgeons, United States 
Section; Director, Jackson Clinic 


Intermission to View Exhibits 


PANEL DISCUSSION: SURGICAL TREAT- 
MENT OF INTERVERTEBRAL DISC LE- 
SIONS—SHOULD OR SHOULD NOT THE 
SPINE BE FUSED? 


Wednesday, September 16, 1953 


MORNING SESSION—GENERAL ASSEMBLY 
Grand Ballroom, The Waldorf-Astoria 


LUNCHEONS 


PANEL DISCUSSIONS with Morning Speakers 


AUGUST, 1953 


Moderator: EDWARD 1. COMPERE, M.Sc., M.D., 
F.A.C.S., F.I.C.S., Chicago; Professor of Bone 
and Joint Surgery and Chairman of the De- 
partment, Northwestern University Medical 
School; Chairman of Department, Orthopedics, 
Wesley Memorial and Children’s Memorial 
Hospitals; Consultant in Orthopedics, Chicago 
Memorial and Henrotin Hospitals 


Orthopedic Surgeons’ Viewpoints 


FREMONT A. CHANDLER, M.D., F.A.C.S., 
F.I.C.S., Chicago; Professor of Orthopedic 
Surgery, University of Illinois School of 
Medicine; Senior Attending Orthopedic Sur- 
geon, St. Luke’s Hospital 
and 

Davip M. BoswortH, M.D., F.A.C.S., New 
York; Professor and Director, Orthopedic 
Surgery, New York Polyclinic Medical 
School and Hospital 


Neurosurgeon’s Viewpoint 


JAMES W. Watts, M.D., F.A.C.S., F.I.C.S., 
Washington, D.C.; Professor of Neurologi- 
cal Surgery, George Washington University 
School of Medicine; Chief of Neurological 
Service, George Washington University, 
Doctors, and Gallinger Municipal Hospitals; 
Neurological Surgeon, Suburban Hospital, 
Bethesda, Maryland; Consultant in Neuro- 
surgery, Veterans Administration, St. Eliza- 
beths, and Walter Reed Army Hospitals 


Thyroid Surgery—Empire Room 


Intervertebral Disc—Palm Room 
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PANEL DISCUSSION: ADVANCES IN SUR- 


GERY OF THE STOMACH AND INTES- 
TINES 


Anatomical Approach to Massive Gastro- 
intestinal Hemorrhage 

KARL A. MEYER, M.D., F.A.C.S., F.I.C.S., 
Chicago; Professor of Surgery, Northwest- 
ern University Medical School; Chairman, 
Department of Surgery, Cook County Hospi- 
tal 


An Evaluation of the Problem of Duodenal 
Ulcer 

RALPH R. CoFFEY, M.D., F.A.C.S., F.I.C.S., 
Kansas City, Missouri; Director of Surgery, 
Kansas City General Hospital; Chief of Sur- 
gical Staff, St. Joseph’s Hospital 


CUSTIS LEE HALL LECTURE 
Complications of Diverticulosis of the 
Colon 


CHARLES 8S. WHITE, M.D., F.A.C.S., F.1.C.S., 
Washington, D.C.; Emeritus Professor of 


Wednesday, September 16, 1953 
AFTERNOON SESSION—GENERAL ASSEMBLY 
Grand Ballroom, The Waldorf-Astoria 


EVENING SESSION 


Annual Banquet 
Grand Ballroom, The Waldorf-Astoria Hotel 


MAKE RESERVATIONS EARLY FOR THE 
EIGHTEENTH ANNUAL BANQUET 


There will be a prominent speaker—name and subject to 


be announced later 


EIGHTEENTH ANNUAL CONGRESS 


Surgery, George Washington University 
School of Medicine 


Total Colectomy—Indications For and End 
Results 

ARCHIBALD T. EATON, M.D., C.M., F.I.C.S., 
Hamilton, Ontario; Surgeon and Chief of 
Service, Colon and Rectal Surgery, Hamil- 
ton General Hospital 


Polyposis of the Colon 


RENE Roux, M.D., F.1.C.S., Montreal, Que- 
bec 


Early Diagnosis of the Surgical Eye 

OscaR B. NUGENT, M.D., F.A.C.S., F.I.C.S., 
Chicago; Professor of Ophthalmology, Chicago 
Eye, Ear, Nose and Throat College 


Diospyrobezoar 

CHARLES M. O’LEARY, M.D., F.A.C.S., F.I.C.S., 
Oklahoma City; Assistant Professor of Sur- 
gery, University of Oklahoma School of Medi- 
cine; Surgical Staffs, University, St. Anthony, 
Wesley and Mercy Hospitals 
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PANEL DISCUSSION: ADVANCES IN SUR- 
GICAL TREATMENT OF DISEASES OF 
THE ESOPHAGUS 


Radical Operation for Esophageal Cancer 
—Clinical Studies of 100 Cases 

KOMEI NAKAYAMA, M.D., Chiba, Japan; Pro- 
fessor of Surgery, Chiba University Medi- 
cal School 


Shortcomings of Surgical Treatment of 
Esophageal Cancer 

ProF. DR. RUDOLF NISSEN, F.I.C.S. (Hon.), 
Basel, Switzerland; Professor of Surgery 
and Head of the Department, University 
of Basel and Burgerspital; President-elect, 
International College of Surgeons 


Surgery of Esophageal Achalasia 

PHILIP THOREK, M.D., F.A.C.S., F.I.C.S.. 
Chicago; Associate Clinical Professor, De- 
partment of Surgery, University of Illinois 
College of Medicine; Associate Professor, 
Department of Surgery, Cook County Gradu- 


PANEL DISCUSSION: ADVANCES IN VAS- 
CULAR SURGERY 


Effect of Smoking on the Peripheral Vascu- 
lar System 

Morris T. FRIEDELL, M.D., F.A.C.S., F.1.C.S., 
Chicago; Associate Professor of Surgery, 
Loyola University Stritch School of Medi- 
cine; Director, Radio-Isotope Laboratory, 
Hektoen Institute of Medical Research; At- 
tending Surgeon, Cook County Hospital 


Thursday, September 17, 1953 


MORNING SESSION—GENERAL ASSEMBLY 
Sert Room, The Waldorf-Astoria 


LUNCHEON 
Le Perroquet Suite, The Waldorf-Astoria 
PANEL DISCUSSIONS with Morning Speakers 


AFTERNOON SESSION—GENERAL ASSEMBLY 
Sert Room, The Waldorf-Astoria 


AUCUST, 1953 


ate School of Medicine; Surgeon-in-chief, 
American Hospital 


Esophageal Malignancy 

EpGAR F. BERMAN, M.D., F.A.C.S., F.I.C.S., 
Baltimore; Adjunct Surgeon, Mount Sinai 
Hospital; Assistant Surgeon, Lutheran, St. 
Agnes, and Franklin Square Hospitals 


Intermission to View Exhibits 


Recurrent Laryngeal Nerve Paralysis—An 
Experimental Analysis 

JOHN MuRTAGH, M.D., F.A.C.S., Hanover, New 
Hampshire; Assistant Professor of Otolaryn- 
gology, Dartmouth Medical School; Otolaryn- 
gologist-in-chief, Mary Hitchcock Memorial 
Hospital 


Medical Treatment of Pulmonary Tubercu- 
losis 

Pror. Dr. GERHARD J. P. DoMAGK, F.I.C.S., 
Miinster, Germany; Professor of Surgery, Uni- 
versity of Miinster 


Active Surgical Treatment for Occlusive 
Arterial Lesions 

GERALD H. Pratt, M.D., F.A.C.S., F.I.C.S., 
New York; Associate Clinical Professor of 
Surgery, New York University College of 
Medicine 


Ten-year Follow-up of 28 Cases of Patent 
Ductus Arteriosus Treated Surgically 
BRUCE SHALLARD, M.D., F.1.C.S., Vancouver, 
British Columbia, Canada 
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Anomalies of the Circulation Surgical Aspects of Renal Hypertension 


NICHOLAS A. MICHELS, M.A., D.Sc. (Lou- E. FRANCE Wor, M.D., F.A.C.S., F.LC.S., 
vain), M.I.C.S., Philadelphia; Professor of Vancouver, British Columbia, Canada; Staffs, 


Anatomy, The Jefferson Medical College of | Children’s and St. Paul’s Hospitals 
Philadelphia General Discussion 


ANNUAL CONVOCATION 


Carnegie Hall 
New York 


CONVOCATION and induction of new mem- 
bers into the United States and Canadian Sec- 
tions, International College of Surgeons, will be 
held at Carnegie Hall in New York on Thursday 
evening, September 17, 1953, at 7:00 p.m. The 
speaker will be Dr. William Boyd, Professor of 
Pathology at the University of British Columbia. 
Dr. Boyd’s subject will be “Then and Now: The 
Changing Picture of Disease.” Obtain tickets 
at the Information Desk. 
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Section on Ophthalmology 
and Otorhinolaryngology 


Monday, September 14, 1953 


MORNING SESSION 
Sert Room, The Waldorf-Astoria 


Presiding: OTIS R. WOLFE, M.D., F.I.C.S., Marshalltown, Iowa 


Secretary: WILLIAM E. KRewson III, M.D., F.A.C.S., F.I.C.S.. 
Philadelphia 


Surgery of Pevilenticular Membranes in Epiblepharon, Dacrocystitis, Dacrostenosis, 
Blepharospasm, Blepharochalasis, Epican- 


Children 

thus, Pterygium, Conjunctival Cyst, Lym- 
Otis R. WoLFE, M.D., F.I.C.S., Marshalltown, _phangiectasis, Calcarious, Calcretion, For- 
lowa; Ophthalmologist, Deaconess Hospital eign Body). 


The Retinopathy of Hypertension and Preg- foderator: 


nancy (A Kodachrome Demonstration) 
Artuur J. BEDELL, M.D., F.A.C.S., Albany, PauL C. Craic, F.A.CS. F.LCS., 
New York; Emeritus Professor of Ophthal- Reading, Pennsylvania; Chief, Department 
mology, Albany Medical College of Ophthalmology, St. Joseph’s Hospital ; 
nina Medical Director, Berks County Association 
for the Blind 


SAMUEL G. HiccINs, M.D., F.I.C.S., Milwau- 
kee; Emeritus Associate Professor, Otolaryn- 


gology, Marquette University School of /nstructors: 

Medicine; Member of Staffs, Milwaukee County ConRAD BERENS, M.D. F.A.C.S.. F.1.CS 

Institutions, Johnstone Emergency and Dea- New York: Dieeitivn ‘Ophthalmic Surgeon 

coness Hospitals and Director of Research, New York Eye 
and Ear Infirmary; Managing Director, 

The Criteria for Surgical Decision — The The Ophthalmic Foundation, New York 

Physiological Basis 

ARTHUR ALEXANDER KNAPP, M.D., F.A.C.S., Oscar B. NUGENT, M.D., F.A.C.S., F.I.C.S., 

F.I1.C.S., New York; Clinical Instructor in Chicago; Professor of Ophthalmology, Chi- 

Ophthalmology, New York Medical College cago Eye, Ear, Nose and Throat College 


JAMES W. SMITH, M.D., F.A.C.S., New York; 
Clinical Instructor in Ophthalmology, New 
STUDY CLUB: Minor Eye Surgery (Horde- York University Post Graduate Medical 
olum, Chalazion, Nevus, Pigmented Mole, School; Attending Ophthalmologist, Univer- 
Xanthoma, Verruca, Entropion, Trichiasis, sity Hospital 


Intermission to View Exhibits 


LUNCHEON 
4 J K L — The Waldorf-Astoria 
Luncheon Meeting of the Executive Committee 
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OTOLARYNGOLOGY 


EIGHTEENTH ANNUAL CONGRESS 


AFTERNOON SESSION 


Chicago 


Neurological Interpretation of Vertigo 
BENJAMIN SPECTOR, M.D., F.R.M.S., Boston; 
Professor of Anatomy and Professor of the 
History of Medicine, Tufts College Medical 
School 


The Cleft Lip and Palate Problem 
WILLIAM CAREY MELOY, M.D., F.A.C.S., 
F.I.C.S., Washington, D.C.; Associate in Sur- 
gery and Chief of Plastic Surgery, George 
Washington University School of Medicine; 
Senior Consultant in Plastic Surgery, Walter 
Reed General Hospital; Attending Surgeon, 
Garfield Memorial Hospital 


Intermission to View Exhibits 


ROUND TABLE AND PANEL: Fenestration 
Moderator: 


JULIUS LEMPERT, M.D., D.A.B., New York; 
City Surgical Director, Lempert Institute 
of Otolaryngology 


Collaborators: 


GEORGE SHAMBAUGH, JR., M.D., F.A.C.S., 
F.I.C.S., Chicago; Professor of Otolaryngol- 
ogy, Northwestern University Medical 
School; Chairman of Department of Oto- 
laryngology, Wesley Memorial Hospital 


Sert Room, The Waldorf-Astoria 
Presiding: FRANCIS L. LEDERER, M.D., F.A.C.S., F.1.C.S. (Hon.), 


Secretary: HENRY M. SCHEER, M.D., F.A.C.S., F.I.C.S., New York 


Tuesday, September 15, 1953 


Puitip E. MELTZER, M.D., D.A.B., Boston; 
Professor of Otolaryngology, Tufts College 
Medical School; Surgeon in Charge, Win- 
throp Foundation for the Investigation of 
Deafness, Massachusetts Eye and Ear In- 
firmary; Lecturer in Otology, Harvard Med- 
ical School 


Howarp P. M.D., F.A.CS., F.1.C.S., 
Los Angeles; Professor and Chairman of 
the Department of Otolaryngology, Univer- 
sity of Southern California School of Medi- 
cine 


CLAIR MICHAEL Kos, M.D., F.A.C.S., Iowa 
City; Professor of Otolaryngology and 
Maxillo-Facial Surgery, University Hospi- 
tals and University of Iowa College of Medi- 
cine; National Consultant in Otolaryngology 
for Surgeon General, United States Air 
Force 


Davip Downs DEWEESE, M.D., D.A.B., Port- 
land, Oregon; Clinical Professor, Depart- 
ment of Otolaryngology, University of Ore- 
gon Medical School; Head of Department 
of Otolaryngology, Portland Clinic 


J. BROWN Farrior, M.D., D.A.B., Tampa, 
Florida; Head of Department of Otolaryn- 
gology, Tampa Municipal Hospital; Director 
of Otology, Southern Foundation for Better 
Hearing 


MORNING SESSION 
Sert Room, The Waldorf-Astoria 


Presiding: EDMUND B. SPAETH, M.D., F.A.C.S., F.I.C.S., 


Philadelphia 


Secretary: WILLIAM E. KREWSON III, M.D., F.A.C.S., F.I.C:S., 


Philadelphia 
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Ophthalmology-Otorhinolaryngology Section 


Anesthesia 


ROUND TABLE DISCUSSION: 


Moderator: 


Emery A. ROVENSTINE. M.D.. D.A.B., New 
York; Professor and Chairman of Depart- 
ment of Anesthesiology, New York Univer- 
sity College of Medicine; Director of 
Department of Anesthesiology, Bellevue, 
Goldwater, Memorial University and Gouv- 
erneur Hospitals 


Collaborators 


WALTER S. ATKINSON, M.D., F.A.CS., 
Watertown, New York; Associate Clinical 
Professor of Ophthalmology, New York 
University Post-Graduate Medical School; 
Ophthalmologist, House of Good Samaritan 


E. M. Papper, M.D., D.A.B., New York; 
Professor of Anesthesia, Columbia Univer- 
sity College of Physicians and Surgeons 


FRANK E. Fierro, M.D., F.1.C.S., New 
York; Assistant Clinical Professor of Anes- 
thesiology, New York Medical College, 
Flower and Fifth Avenue Hospitals 


H. H. STONE, M.D., Philadelphia; Chief, Post 
Graduate Department of Anesthesia, Uni- 
versity of Pennsylvania Graduate School of 
Medicine 

PALUEL JOSEPH FLAGG, M.D., New York; 
Consulting Pneumatologist to New York 
Eye and Ear and Manhattan Eye and Ear 
Hospitals; President, Society for the Pre- 
vention of Asphyxial Death, Inc. 


Intermission to View Exhibits 


ROUND TABLE DISCUSSION: Headaches 


Moderator: 


ARNOLD P,. FRIEDMAN, M.D., D.A.B., New 
York; Director, Headache Clinic, Montefiore 
Hospital; Assistant Professor Clinical Neu- 
rology, Columbia University College of Phy- 
sicians and Surgeons; Area Consultant in 
Neurology, Veterans Administration; Asso- 
ciate Attending Presbyterian Hospital, Neu- 
rological Institute 


Tuesday, September 15, 1953 


AUGUST, 1953 


Collaborators: 


T. J. C. Von Storcu, M.D., D.A.B., New 
York; Chief, Division Neuro-Psychiatry, 
Montefiore Hospital; Professor of Clinical 
Neurology, Columbia University College of 
Physicians and Surgeons 


JOHN J. AMBLER, M.D., New York; Neuro- 
Surgeon, St. Vincent’s Hospital, Staten Is- 
land and Misericordia Hospital, New York 


SIDNEY Gross, M.D., F.A.C.S., New York; 
Clinical Professor of Neuro-Surgery, New 
York Medical College; Neuro-Surgeon, 
Montefiore, Morrisania and Bronx Hospi- 
tals; Consulting Neuro-Surgeon, City and 
Lebanon Hospitals; Associate Neuro-Sur- 
geon, Mt. Sinai Hospital 


Max CHAMLIN, M.D., D.A.B., New York; 
Clinical Assistant Professor Ophthalmology, 
New York University Post Graduate Medi- 
cal School; Charge of Perimetry, Columbia 
University College of Physicians and Sur- 
geons; Associate, Montefiore Hospital; At- 
tending Staffs, Neuro-Ophthalmologic Serv- 
ices, Mount Sinai and Beth Israel Hospitals 


SOLOMON SILVER, M.D., F.A.C.P., New York; 
Chief Thyroid Clinic, Mount Sinai Hospital; 
Assistant Clinical Professor of Medicine, 
Columbia University Graduate School of 
Medicine 


FRANCIS L. LEDERER, M.D., F.A.CS., 
F.I.C.S. (Hon.), Chicago; Professor and 
Head, Department of Otolaryngology, Clinic- 
Research and Educational Hospitals, Univer- 
sity of Illinois; Otolaryngologist-in-Chief, 
Illinois Eye and Ear Infirmary 


Business Meeting—Entire Section of Oph- 
thalmology and Otolaryngology 

Election of Officers 

Presiding: 


Otis R. WOLFE, M.D., F.I.C.S., Marshall- 
town, Iowa—President of Section 


General Secretary: 
Louis SAvITT, M.D., F.I.C.S., Chicago 
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Ophthalmology-Otorhinolaryngology Section 
Tuesday, September 15, 1953 


LUNCHEON 
Sert Room, The Waldorf-Astoria 
Luncheon of Entire Section and Guests 


AFTERNOON SESSION 
Sert Room, The Waldorf-Astoria 


Cancer of the Larynx—Radio-Therapy or 
Surgery 

MAURICE LENZ, M.D., D.A.B., New York; Pro- 
fessor of Clinical Radiology, Columbia Uni- 
versity College of Physicians and Surgeons; 
Radio-Therapist to Francis Delafield Hospital, 
Medical Center, Columbia University ; Consult- 
ant Radio-Therapist, Presbyterian, Manhattan 
Eye and Ear and Montefiore Hospitals 


Current Trends in the Surgical Treatment of 
Cancer of the Larynx 

CHEVALIER L. JACKSON, M.D., F.A.CS., 
F.I.C.S., Philadelphia; Professor and Head of 
the Department of Laryngology and Broncho- 
esophagology, Temple University School of 
Medicine; Associate Professor in Bronchos- 
copy and Laryngeal Surgery, University of 
Pennsylvania Graduate School of Medicine 


Discussion 

HAROLD SAGE, M.D., F.A.C.S., F.I.C.S., New 
York; Assistant Director, Cancer Teaching 
Service, Department of Surgery, New York 
University College of Medicine 


Intermission to View Exhibits 


STUDY CLUB: Office Emergencies in 
Otolaryngology 


Moderator: 


MATTHEW S. ERSNER, M.D., F.A.C.S., 
F.L.C.S., Philadelphia; Professor and Head 
of the Department of Otorhinology and 
Rhinoplasty, Temple University School of 
Medicine; Associate Professor of Otology, 
University of Pennsylvania Graduate School 
of Medicine 


Collaborators: 


ALFRED SCHATTNER, M.D., F.A.C.S., New 
York; Adjunct Professor in Bronchoscopy, 
New York Polyclinic Medical School and 
Hospital; Director of Otolaryngology, Wil- 
lard Parker Hospital; Attending Surgeon 
of the Manhattan Eye, Ear and Throat 
Hospital 


CHARLES REED WEETH, M.D., F.A.C.S., 
Brooklyn; Director, Department of Oto- 
laryngology, Long Island College Hospital; 
Attending Surgeon, Brooklyn Eye and Ear 
Hospital; Consultant Otolaryngologist, 
Brooklyn, Cumberland and Manhattan Hos- 
pitals; Clinical Associate Professor of Oto- 
laryngology, State University of New York 
College of Medicine 


ROMEO A. LUONGO, M.D., F.A.C.S., F.L.C.S., 
Philadelphia; Assistant Professor of Oto- 
laryngology, Graduate School of Medicine, 
University of Pennsylvania; Chief, Depart- 
ment of Otolaryngology, St. Agnes Hospital; 
Staff, Graduate Hospital, University of 
Pennsylvania; Guest Lecturer, New York 
Polyclinic Medical School and Hospital 


NATHAN BOoLotow, M.D., F.A.C.S., F.I1.C.S., 
Providence, Rhode Island 


GERSON LOWENTHAL, M.D., D.A.B., Cincin- 
nati; Assistant Professor of Otolaryngology, 
University of Cincinnati College of Medi- 
cine; Senior Attending Otolaryngologist, 
Cincinnati General, Children’s and Jewish 
Hospitals 


HENRY H. BEINFIELD, M.D., D.A.B., F.I.C.S., 
Brooklyn; Instructor in Otolaryngology, 
Long Island College of Medicine 
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Ophthalmology-Otorhinolaryngology Section 


Wednesday, September 16, 1953 


OPHTHALMOLOGY 


MORNING SESSION 


Sert Room, The Waldorf-Astoria 


Presiding: OSCAR B. NUGENT, M.D., F.A.C.S., F.I.C.S., Chicago 
Secretary: WILLIAM E. KREWSON IIi, M.D., F.A.C.S., F.I.C.S. 


Philadelphia 


The Treatment of Lacrimal Duct 
Obstructions 


J. VERNAL CassapDy, M.D., F.A.C.S., South 
Bend, Indiana; Executive Staff, Memorial, St. 
Joseph’s and Children’s Hospitals 


Surgery of Entropion 


FREDERICK A. WIES, M.D., D.A.B., New Haven, 
Connecticut; Assistant Clinical Professor of 
Ophthalmology, Yale University School of 
Medicine 


Surgery of the Vertically-Acting Extra- 


Ocular Muscles 


EDMUND B. SpaeETtH, M.D., F.A.C.S., F.1.C.S., 
Philadelphia; Vice Dean and Professor of 
Ophthalmology, Graduate School of Medicine, 
University of Pennsylvania 


Total Penetrating Keratoplasty (Film) 


RAMON CASTROVIEJO, M.D., D.A.B., New York; 
Professor of Ophthalmology, New York Uni- 
versity Post Graduate Medical School; Head, 
Department, St. Vincent’s Hospital; Attend- 
ing, New York Eye and Ear Infirmary 


Intermission to View Exhibits 


OTOLARYNGOLOGY 


AFTERNOON SESSION 
Sert Room, The Waldorf-Astoria 


Presiding: CHEVALIER L. JACKSON, M.D., F.A.C.S., F.I.C.S., 


Philadelphia 


Secretary: HENRY M. SCHEER, M.D., F.A.C.S., F.I.C.S., New York 


Diseases of the External Ear 


BEN H. SENTURIA, M.D., D.A.B., St. Louis; 
Clinical Professor of Otology, Washington 
University School of Medicine 


Reconstructive Surgery of the External Ear 


JOHN MARQUIS CONVERSE, M.D., D.A.B., New 
York; Associate Professor of Clinical Surgery 
(Plastic), New York University College of 
Medicine, Bellevue Medical Center 


Curability of Scleroma 


ABRAHAM R_ HOLLENDER, M.D., F.A.C.S., 
Miami Beach; Emeritus Professor of Oto- 
laryngology, University of Illinois College of 
Medicine; Attending Otolaryngologist and 
Chairman of the Service, Mount Sinai Hospital 
of Greater Miami; Consulting Surgeon, Chil- 
dren’s and St. Francis Hospitals 
and 
HENRY M. SCHEER, M.D., F.A.C.S., F.I.C.S., 
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Ophthalmology-Otorhinolaryngology Section 
Wednesday, September 16, 1953 
New York; Clinical Professor of Otolaryngol- Ear and Throat Hospital; Associate Attending 


ogy, New York Polyclinic Medical School and Otologist, City Hospital 
Hospital; Attending Surgeon, Otolaryngology, 


Gouverneur Hospital Monobloc Procedures in Head and Neck 
Malignancies 

The Emotional Preparation of Children for MAvRIcE F. Snitman, M.D., F.A.CS., Chi- 

Surgery cago; Associate Professor of Otolaryngology, 


University of Illinois College of Medicine; 
LESTER L. COLEMAN, M.D., D.A.B., New York; — Consultant, Tumor Service, Hines Veterans 
Associate Attending Surgeon, Manhattan Eye, Hospital, Maywood, IIl. 


OPHTHALMOLOGY 
Thursday, September 17, 1953 


MORNING SESSION 
Surgical Clinics 


New York Eye and Ear Infirmary 


CONRAD BERENS, M.D., F.A.C.S., F.1.C.S., New J. GORDON COLE, M.D., F.A.C.S., New York: 
York; Executive Ophthalmic Surgeon and Di- Senior Assistant Plastic Surgeon, New York 
rector of Research, New York Eye and Ear Eye and Ear Infirmary; Surgeon, Manhattan 


: i Eye and Ear Hospital; Instructor in Ophthal- 
Infirmary; Managing Director, The Ophthal- mology, New York University Post Graduate 


mic Foundation, New York City Division 


AFTERNOON SESSION 
Surgical Clinics 
RAMON CASTROVIEJO, M.D., D.A.B., New York; Department, St. Vincent’s Hospital; Attend- 


Professor of Ophthalmology, New York Uni- ing, New York Eye and Far Infirmary 
versity Post Graduate Medical School; Head, 


For information pertaining to qualifications for 


FELLOWSHIP, ASSOCIATE AND JUNIOR 
MEMBERSHIP 


in the United States Section 
of the International College of Surgeons 


Write KARL A. MEYER, M.D., F.A.C.S., F.I.C.S., Secretary 
1516 Lake Shore Drive, Chicago 11, IIl. 
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Monday, September 14, 1953 


Obstetrical and Gynecological 
Section 
Le Perroquet Suite, The Waldorf-Astoria 


MORNING SESSION 
Presiding: JOSEPH W. KELSO, M.D., F.A.C.S., F.I.C.S., 


Oklahoma City 


Moderator: 


J. P. GREENHILL, M.D., F.A.C.S., F.I.C.S., 
Chicago; Professor of Gynecology, Cook Coun- 
ty Graduate School of Medicine 


PANEL DISCUSSION: Pruritus Vulvae 
Participants: 


MARION B. SULZBERGER, M.D., D.A.B., New 
York; Professor and Chairman of the De- 
partment of Dermatology and Syphilology, 
New York University Post Graduate Medi- 
cal School; Director, Service of Dermatology 
and Syphilology, Skin and Cancer Unit and 
University Hospital, New York University 
Bellevue Medical Center 
and 

MorTIMER N. HyYAMs, M.D., F.A.C.S., New 
York; Clinical Professor of Obstetrics and 
Gynecology, New York University Bellevue 
Medical Center; Acting Director, Depart- 
ment of Obstetrics and Gynecology, Univer- 


Secretary: AuGuST F. DAro, M.D., D.A.B., F.1.C.S., Chicago 


AFTERNOON SESSION 


sity Hospital, New York University Bellevue 
Medical Center 


Intermission to View Exhibits 


PANEL DISCUSSION: Psychosomatic As- 
pects of Obstetrics and Gynecology 


Participants : 


Gynecologic 

SOPHIA J. KLEEGMAN, M.D., F.A.C.S., New 
York; Associate Clinical Professor of Ob- 
stetrics and Gynecology, New York Univer- 
sity College of Medicine; Associate Attend- 
ing Obstetrics and Gynecology, Bellevue 
Hospital 


Obstetrical 


HAROLD B. DAVIDSON, M.D., F.A.C.S., New 
York; Consultant in Gynecology, Harlem 
Hospital; Consultant in Obstetrics and Gyn- 
ecology, Misericordia Hospital 


Le Perroquet Suite, The Waldorf-Astoria 


Prevention of Premature Labor 

EpItH L. Potter, M.D., Chicago; Associate 
Professor of Pathology, University of Chicago 
School of Medicine 
Discussion 

CHARLES E. GALLOWAY, 
F.I.C.S., Evanston, Illinois 
Intermission to View Exhibits 


PANEL DISCUSSION: Conservation of Ova- 
ries at Time of Hysterectomy 
Moderator: 


HORACE E. AYERS, M.D., F.A.C.S., F.1.C.S., 
New York; Emeritus Professor of Obstet- 


M.D., F.A.CS., 


rics and Gynecology, New York Medical 
College 


Participants: 


FREDERICK H. FALLS, M.D., F.A.C.S., Chi- 
cago; Professor of Obstetrics and Gynecol- 
ogy, Head of the Department, University of 
Illinois College of Medicine 


GEORGE HECKEL, M.D., D.A.B., Rochester, 
New York; Assistant Professor of Obstet- 
rics and Gynecology, University of Rochester 
School of Medicine 


JOHN H. RANDALL, M.D., D.A.B., Iowa City; 
Professor and Head of Department of Ob- 
stetrics and Gynecology; University of Iowa 
College of Medicine 
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Obstetrical and Gynecological Section 


Tuesday, September 15, 1953 


MORNING SESSION 
Le Perroquet Suite, The Waldorf-Astoria 


Presiding: JOSEPH W. KELSO, M.D., F.A.C.S., F.I.C.S., 


Oklahoma City 


Secretary: Aucust F. Daro, M.D., D.A.B., F.1.C.S., Chicago 


PANEL DISCUSSION: Complications of 
Pregnancy 


Moderator: 


WILLIAM J. DIECKMAN, M.D., F.A.C.S., Chi- 
cago; Mary C. Ryerson Professor and Chair- 
man of the Department of Obstetrics and 
Gynecology, University of Chicago School 
of Medicine; Attending Gynecologist, Al- 
bert Merritt Billings Memorial Hospital 


Participants : 


Posture in the Treatment of Persistent 
Posterior Position 

JOHN E. PUDDICOMBE, M.D., F.I.C.S., Otta- 
wa, Canada; Associate Professor, of Obstet- 


rics and Gynecology, Queen’s University 
Medical School; Chief .of Staff, Obstetrics 


and Gynecology, Ottawa Civic Hospital 


Cardiac Complication 

JuLIus JENSEN, M.D., St. Louis; Staff Mem- 
ber, St. Luke’s, Missouri Baptist and Dea- 
coness Hospitals 


Treatment of Eclampsia with Intravenous 
Novocaine 

MILTON J. SERWER, M.D., Oklahoma City: 
Clinical Professor of Obstetrics, University 
of Oklahoma School of Medicine 


Intermission to View Exhibits 


Etiological Factors in Genital Cancer 
MADGE T. MACKLIN, M.D., Columbus, Ohio; 
Lecturer in Genetics, Ohio State University 
College of Medicine 


LUNCHEON 
Le Perroquet Suite, The Waldorf-Astoria 


Followed by short business session and election of officers 


AFTERNOON SESSION 
Le Perroquet Suite, The Waldorf-Astoria 


Presiding: RAYMOND J. M.D., F.A.C.S., F.I.C.S. 
Syracuse, New York 


Secretary: AuGusT F. DARo, M.D., D.A.B., F.I1.C.S., Chicago 


and Chairman of the Department, Univer- 
sity of Oklahoma School of Medicine 


PANEL DISCUSSION: Diagnosis and Treat- 
ment of Sterility and Fertility of Male and 


Female Participants: 


Moderator: 


JOSEPH W. KELSO, M.D., F.A.C.S., F.I.C.S., 
Oklahoma City; Professor of Gynecology 
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Female Aspect 
Istpor C. RUBIN, M.D., F.A.C.S., New York; 
Consultant Gynecologist, Mount Sinai and 
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New Therapeutic Agents for Treatment of 
Male Aspect Carcinoma of the Pelvis 


Ropert HoTcukiss, M.D., D.A.B., New FRANK R. SMITH, M.D., F.A.C.S., New York; 
York; Professor and Chairman of Depart- Associate Clinical Professor of Obstetrics and 
ment of Urology, New York University Gynecology, Cornell University Medical Col- 
Bellevue Medical Center lege; Associate Attending Gynecologist, Mem- 
orial Hospital for Cancer and Allied Diseases 


Beth Israel Hospitals 


Intermission to View Exhibits 


Congress Information 


e Registration, Sunday, 2:00 p.m. through Thursday, 3:00 p.m., 
September 13-17, The Waldorf-Astoria, New York. 
Advance registration (on Sunday) will save your time. 


e Admission by badge only to all scientific Assemblies, section 
meetings and to the exhibits. Present your I. C. of S. member- 
ship card to expedite registration. Registration fee, $5.00. 
Bona fide doctors of medicine serving as residents and in- 
terns, if vouched for by written card or letter by the superin- 
tendent of their hospital or by an officer of the College, will be 
registered as guests. There will be no registration fee for pro- 
fessors of basic sciences related to surgery nor for operating 
room nurses who are attending the sessions for this group. 
Please present credentials at Registration Desk. 


e PAPERS WILL BEGIN AND END ON TIME. 


e Banquet—Grand Ballroom, The Waldorf-Astoria, New York, 
Wednesday, September 16, 6:30 p.m. 


e Convocation—Thursday, September 17, Carnegie Hall. A 
colorful pageant symbolizing the international aspects of the 
College. Tickets available at Registration Desk for members 
of the International College of Surgeons, all registrants, their 
families and guests (no admission fee). 


e One hundred sixty scientific and technical exhibits will open 
daily at 8:30 a.m. and close at 5:30 p.m. Frequent intermissions 
to view the exhibits have been arranged before, during and after 
the assemblies. 


’ @ Motion picture programs, incorporating modern surgical tech- 
niques, will be presented in the West Foyer of the Grand Ball- 
. room by Davis & Geck, Inc., Brooklyn, N. Y., in addition to the 
regular film program. The films will show continuously on 
Monday, Tuesday, Wednesday and Thursday, September 14-17, 
from 9:00 a.m. to 4:30 p.m. 
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Plastic Surgery, Its Present Status and Fu- 
ture Possibilities 

CLARENCE R. STRAATSMA, M.D., F.A.C.S., 
F.1.C.S., New York; Assistant Professor of 
Rhinoplastic Surgery, New York Medical 
College; Consultant in Plastic Surgery, U. S. 
Naval Hospital, St. Albans, Long Island, 
Veterans Administration Hospital, Bronx 


The Effect of Various Hormones on Offspring 
of Pregnant Animals 
HAMILTON BAXTER, M.S., D.D.S., Ph.D., 
M.D., F.I.C.S., Montreal; Lecturer in Plas- 
tic Surgery, McGill University 


Immediate Treatment of Traumatic Injuries 
to Face 
HARDEE BETHEA, M.D., F.A.C.S., F.I.C.S., 
Detroit; Senior Instructor of Plastic Sur- 
gery, Wayne University College of Medicine 


Management of Leg Ulcers 
DoMINGO LuccA ROMERO, M.D., M.S.V.C., 
Caracas, Venezuela; Plastic Surgeon, Hos- 
pital Vargas, Chief of Plastic Surgery, Serv- 


Definitive Surgery in Correction of Burn Con- 
tractures 


CHARLES W. TENNISON, M.D., F.A.CS., 
F.I.C.S., San Antonio; Associate Professor 
of Plastic Surgery, Baylor University Grad- 
uate Schocl of Medicine and Post-graduate 
School of Medicine of the University of 
Texas; Chief Plastic Surgeon, Robert B. 
Green Hospital 


Transplantation of the Gracilis Muscle to 
Construct the Anal Sphincter 


Monday, September 14, 1953 


Plastic Surgery Section 


MORNING SESSION 
Jansen Suite, The Waldorf-Astoria 


AFTERNOON SESSION 
Jansen Suite, The Waldorf-Astoria 


ice, Instituto Luis Razetti 


Intermission to View Exhibits 


The Postoperative Results of Dupuytren’s 

Contracture 
RoBertT G. LANGSTON, M.D., F.A.C.S., 
F.I.C.S., Vancouver, B.C.; Clinical Profes- 
sor of Surgery (Plastic) Medical School, 
University of British Columbia; Consulting 
Staff, British Columbia Cancer Institute; 
Attending, Vancouver General, St. Paul’s 
and Children’s Hospitals 


Surgical Treatment of Cervical Tuberculosis 
KATHRYN L. STEPHENSON, M.D., F.A.C.S., 
Santa Barbara, California; Member of Staff, 
Santa Barbara Cottage Hospital and Santa 
Barbara General Hospital 


Early Management of Traumatic Wounds 

WALLACE H. STEFFENSON, M.D., F.A.C.S., 
F.I1.C.S., Grand Rapids, Michigan; Consult- 
ant Plastic Surgeon, Blodgett Memorial Hos- 
pital 


KENNETH L. PICKRELL, M.D., F.A.C.S., 
F.I.C.S., Durham, North Carolina; Profes- 
sor of Plastic Surgery and Maxillofacial 
Surgery, Duke University School of Medi- 
cine; Surgeon in Chief of Plastic Surgery, 
Duke University Hospital 


Management of Carcinoma of the Face 

EpwarRD A. KITLOWSKI, M.D., D.A.B., 
F.I.C.S., Baltimore; Clinical Professor of 
Plastic Surgery, University of Maryland 
School of Medicine and College of Physi- 
cians and Surgeons 
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Management of Defects of the Hand 
RICHARD B. STARK, M.D., New York; Plas- 
tic Surgery Department of The New York 
Hospital 


Intermission to View Exhibits 


Management of Dupuytren’s Contracture 
HERBERT CONWAY, M.D., F.A.C.S., New 
York; Associate Professor of Clinical Sur- 
gery, Cornell University Medical College; 
Associate Attending Surgeon, Chief of Plas- 
tic Surgery Clinic, The New York Hospital 


AUGUST, 1953 


Management of Parotid Tumors 
ANTHONY JEROME, M.D., New York; Plastic 
Surgery Department of The New York Hos- 
pital 


Repair of Massive Defects of Chest Wall, 

Herniae, Spina Bifida and Joint Surfaces by 

Means of Diced Cartilage Implants 
LYNDON A. PEER, M.D., F.A.C.S., F.I.C.S., 
Newark, New Jersey; Chief of Department 
of Plastic Surgery, Hospital of St. Barnabas 
for Women and Children, Newark Eye and 
Ear Infirmary, Newark City Hospital, St. 
Michaels and Babies Hospitals 


Kindly reserve for me: 


RESERVATIONS FOR BANQUET 


Chester W. Trowbridge, M.D., Banquet Chairman 
1516 Lake Shore Drive, Chicago 10, Illinois 


Banquet tickets at $12.50 each for Wednesday, 


September 16, 1953, Grand Ballroom, The Waldorf-Astoria. 


I enclose check payable to Chester W. Trowbridge, M.D. 
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Tuesday, September 15, 1953 


Neurosurgery Section 


MORNING SESSION 


Jansen Blue Room, The Waldorf-Astoria 


Physiological Mechanisms of Spinal Shock 
GEORGE M. AUSTIN, M.D., Philadelphia; Asso- 
ciate in Neurosurgery, University of Pennsyl- 
vania School of Medicine; Chief of Neurosur- 
gery, Lankenau Hospital 

and 
GRAYSON, P. McCoucH, M.D., Professor of 
Physiology, University of Pennsylvania School 
of Medicine 


Discussion 


Spinal Cord Reflexes 

KARL-ERIK HAGBARTH, M.D., Stockholm, Swed- 
en; Docent in Neurophysiology, Karolinska 
Instituten 


Discussion 

Intermission to View Exhibits 

Experimental Regeneration of the Spinal 
Cord 

WILLIAM W. CHAMBERS, M.D., Philadelphia; 
Associate Professor of Anatomy, University 


of Pennsylvania School of Medicine 


Discussion 


Tumors in the Region of the Foramen 
Magnum 


J. GRAFTON Love, M.D., F.A.C.S., F.I.C.S. 
(Hon.), Rochester, Minnesota; Professor of 
Neurosurgery, Mayo Foundation Graduate 
School, University of Minnesota; Neurosur- 
geon, Mayo Clinic, Colonial and St. Mary’s 
Hospitals 

and 
HENRY W. DopceE, JR., M.D., Rochester, Minne- 
sota; Mayo Clinic 

and 
EMIL P. THELEN, Rochester, Minnesota; Mayo 
Clinic 


Surgical Treatment of Congenital Spinal 
Disorders 


DONALD D. MATSON, M.D., F.A.C.S., Boston; 
Assistant Professor of Surgery, Harvard Medi- 
cal School; Neurosurgeon, The Children’s 
Medical Center; Senior Associate in Neuro- 
surgery, The Peter Bent Brigham Hospital; 
Consultant in Neurosurgery, Murphy Army 
Hospital, Boston Veterans Hospital, Pondville 
State Cancer Hospital, Massachusetts Hospital 
School 


Discussion 


LUNCHEON 
Pillament Suite, The Waldorf-Astoria 


AFTERNOON SESSION 
Jansen Blue Room, The Waldorf-Astoria 


Evaluation of Skeletal Traction in Treatment 
of Spinal Injuries 

WILLIAM GAYLE CRUTCHFIELD, M.D., D.A.B., 
Charlottesville, Virginia; Professor of Neuro- 
surgery and Chairman of the Department, Uni- 


versity of Virginia Department of Medicine 
Discussion 


Intermission to View Exhibits 


ke 

: 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Bladder Disturbances and their Management 
in Patients with Injuries to the Spinal Cord 
ERNEST Bors, M.D., D.A.B., Long Beach, Cali- 
fornia; Associate Clinical Professor of Sur- 
gery (Urology), University of California 
Medical School, Los Angeles; Chief, Para- 
plegic Service, Veterans Hospital, Long Beach 


Neurosurgery Section 


Tuesday, September 15, 1953 


AUGUST, 1953 


University Post Graduate School of Medicine 


Discussion 


Focal Spinal Arachnoiditis Complicating Spi- 
nal Anesthesia 
JONATHAN M. WILLIAMS, M.D., D.A.B., Wash- 


ington, D. C.; Instructor in Neurosurgery, 
George Washington University School of Medi- 
cine; Neurosurgical Consultant, Gallinger 
Municipal Hospital 


Discussion 


Relief of Spasticity in Paraplegia 
IRVING Cooper, M.D., D.A.B., New York; As- 
sistant Professor of Neurosurgery, New York 


Discussion 


NEW YORK CONGRESS TO HAVE FIRST PUBLIC 
SHOWING IN U.S. OF NEW TYPE FILMS 


Recent research has led to the development of stereoscopic 
X-ray motion pictures. These 3-D cinefluorographic films will 
have their first public showing in this country at the Eighteenth 
Annual Congress of the United States and Canadian Sections of 
the International College of Surgeons. 3-D cinefluorography 
permits a visual perception of living anatomy unobtainable by 
any other means. X-ray shadows are converted into 3-dimen- 
sional forms, permitting the physician to study at leisure the 
interior of the body, dynamically alive, anatomical relationships 
undisturbed. The flat shadows of routine x-rays to which we 
are accustomed, now take on substance, and we can look through 
the entire thickness of the body, visualizing its living, moving 
contents in their normal special relationships. 

The first 3-dimensional X-ray motion pictures have been suc- 
cessfully produced by G. H. Ramsey, M.D., J. S. Watson, Jr., 
M.D., and Sydney Weinberg, Department of Radiology, Strong 
Memorial Hospital and University of Rochester School of Medi- 
cine and Dentistry, partially supported by grants from the U. S. 
Public Health Service. Showings of their film “A PRELIMI- 
NARY DEMONSTRATION OF 3-D CINEFLUOROGRAPHY” 
will be provided through the cooperation of Charles Pfizer 
and Company, Inc. 


THE FILM WILL BE SHOWN ON THE HOUR AND HALF 
HOUR, EVERY DAY, SEPTEMBER 14-17 INCLUSIVE, 
DURING EXHIBIT HOURS, IN ROOMS 4M, 4N and 4P on 
the Fourth Floor of The Waldorf-Astoria. 
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Use of Refrigerated Homogenous Bone — A 
Follow-up Study 

HowarD W. HALFMAN, M.D., A.I.C.S., Congers, 
New York 


Hallux Valgus, Bunion Operation — Varia- 
tions in Technique 

EARL D. McBripE, M.D., F.A.C.S., F.I.C.S., 
Oklahoma City; Clinical Professor of Ortho- 
pedic Surgery, University of Oklahoma Medi- 
cal School; Chief of Staff, Bone and Joint 
Hospital and McBride Clinic; Attending Or- 
thopedic Surgeon, St. Anthony, Wesley and 
Mercy Hospitals 


The Present Status of Endoprothesis 
W. RUSSELL MACAUSLAND, M.D., D.A.B., 
Boston; Director of Orthopedic Surgery, Bur- 
bank Hospital, Fitchburg and St. Luke’s Hos- 
pital, New Bedford; Surgeon-in-Chief, Ortho- 
pedic Department, Carney Hospital 


Newer Trends in the Treatment of Old Con- 
genital Dislocations of the Hip 

JuLtus Hass, M.D., F.1.C.S., New York; At- 
tending Orthopedic Surgeon, Montefiore Hos- 
pital; Formerly Professor and Chief of Uni- 
versity Orthopedic Clinic, Vienna, Austria 


Intermission to View Exhibits 


Tuesday, September 15, 1953 


Orthopedic Section 


MORNING SESSION 
4 JK L, The Waldorf-Astoria 


Chairman: EDWARD L. COMPERE, M.D., F.A.C.S., F.1.C.S., Chicago 
Co-Chairman: JULIUS HAss, M.D., F.I.C.S., New York 


AFTERNOON SESSION 
4 JK L, The Waldorf-Astoria 


Intermission to View Eahibits 


Rehabilitation in Spastic Paralysis 

TEMPLE Fay, M.D., F.A.C.S., F.I.C.S., Phila- 
delphia; Professor of Neurosurgery, Woman's 
Medical College of Pennsylvania; Active Con- 
sultant to Naval Hospital and Philadelphia 
General Hospital 


Cineplasty and the Newer Techniques 


ERNEST W. BERGMANN, M.D., D.A.B., F.I.C.S., 
New York 


Fractures of the Upper End of the Humerus 
ANTHONY DEPALMA, M.D., D.A.B., Philadel- 
phia; James Edward Professor of Orthopedic 
Surgery and Head of the Department, Jeffer- 
son Medical College; Attending Orthopedic 
Surgeon, Jefferson Hospital and Methodist 
Episcopal Hospital 


Dupuytren’s Contracture 

DAVID J. GRAUBARD, M.D., New York; Assist- 
ant Visiting Orthopedic Surgeon, Kingston 
Avenue Hospital; Assistant Orthopedic Sur- 
geon (Traumatic Surgery), Cumberland Hos- 
pital; Adjunct Attending Surgeon, Beth David 
Hospital 


> 
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The Problem of Anesthesia in Prostatic 
Surgery 


JOSEPH F. ArtTusIO, M.D., New York; Asso- 
ciate Professor of Surgery (Anesthesia), 
Cornell University Medical College; Attend- 
ing Anesthesiologist in Charge, The New York 
Hospital 


Surgical Management of Infections and/or 
Calculi of the Prostate 


ROBERT K. WOMACK, M.D., D.A.B., Shreveport, 
Louisiana; Chief of the Department of Urolo- 
gy, Confederate Memorial Hospital 


Urethrographic Studies of the Enlarged Pros- 
tate Gland Before and After Surgical 
Treatment 


M. LEoPpoLp Bropny, M.D., F.A.C.S., F.I.C.S., 
Boston; Assistant Professor of Urology, Tufts 
College Medical School 


The Present Day Management of Carcinoma 


SYMPOSIUM: SURGICAL TREATMENT 


OF BENIGN PROSTATIC HYPERTROPHY 


Moderator: 


W. E. KiTTREDGE, M.D., F.A.C.S., New 
Orleans 


The Choice of Operation and the Treatment 
of the Hypertrophied Prostate 


Participants: 


Tuesday, September 15, 1953 


Urology Section 


MORNING SESSION 
Jansen Salon, The Waldorf-Astoria 


LUNCHEON 
Palm Room, The Waldorf-Astoria 


AFTERNOON SESSION 


Jansen Salon, The Waldorf-Astoria 


of the Prostate 


W. E. KITTREDGE, M.D., F.A.C.S., New Orleans : 
Associate Professor of Urology, Tulane Uni- 
versity of Louisiana School of Medicine; Mem- 
ber Urologic Department, Ochsner Clinic 


Intermission to View Exhibits 


Adrenalectomy in the Treatment of Prostatic 
Cancer 

WILLET F. WHITMORE, M.D., F.A.C.S., New 
York; Assistant Professor of Clinical Surgery, 
Department of Urology, Cornell University 
Medical College; Attending Surgeon in Urolo- 
gy, Memorial Hospital 


The Surgical and Vascular Anatomy of the 
Prostate Gland in its Application to 
Prostatectomy 

FRANCIS A. BENEVENTI, M.D., F.A.CS., 
F.I.C.S., New York; Associate Attending 
Genito-Urinary Surgeon and Clinical Professor 
of Urology, New York Polyclinic Medical 
School and Hospital 


Transurethral Prostatectomy 
GERSHOM J. THOMPSON, M.D., F.A.CSS., 
F.I.C.S. (Hon.), Rochester, Minnesota; Head 
of Department of Urology, Mayo Clinic; Pro- 
fessor of Urology, Mayo Foundation Graduate 
School 


Retropubic Prostatectomy 

FRANCIS A. BENEVENTI, M.D., F.A.CS., 
F.I.C.S., New York; Associate Attending 
Genito-Urinary Surgeon and Clinical Professor 


5 
246 


VOL. XX, NO. 2 


EIGHTEENTH ANNUAL CONGRESS 


Urology Section 


Tuesday, September 15, 1953 


of Urology, New York Polyclinic Medical 
School and Hospital 

and 
E. PARK NICELEY, M.D., D.A.B., F.I.C.S.. 
Knoxville, Tennessee; Associate Urologist, 


Acuff Clinic 


Suprapubic Prostatectomy 

Jo C. ALEXANDER, M.D., D.A.B., F.I.C.S., Dal- 
las, Texas; Professor of Clinical Urology, 
Southwestern Medical School of the University 
of Texas 


Suprapubic Prostatectomy With Primary 
Closure of the Bladder 

GEORGE H. EWELL, M.D., F.A.C.S., F.I.C.S.. 
Madison, Wisconsin; Chief of Department of 
Urology, Jackson Clinic and Methodist Hos- 
pital 


Selective Prostatectomy 


M. LEOPOLD Bropny, M.D., F.A.C.S., F.1.C.S., 
Boston; Assistant Professor of Urology, Tufts 
College Medical School 


Wednesday, September 16, 1953 


MORNING SESSION 


Le Perroquet Suite, The Waldorf-Astoria 


The Treatment of Extrapulmonary Tubercu- 
losis and Genito-Urinary Tuberculosis—With 
an Evaluation of Some of the Newer Drugs 


MONROE GREENBERGER, M.D., F.I.C.S., New 
York; Attending Urologist, Seaview Hospital 
and 
Morris TuRELL, M.D., A.I.C.S., New York 

and 
MILTON KLEIN, M.D., F.A.C.S., New York 


Genito-Urinary Tuberculosis From the Stand- 
point of the Pulmonary Tuberculosis 


STANLEY L. WANG, M.D., New York: Member 
of Staff, James Buchanan Brady Foundation, 
Department of Urology, New York Hospital 


The Management of Genito-Urinary Tubercu- 
losis in the Private Practice of Urology 
GEORGE E. SLOTKIN, M.D., F.A.C.S., Buffalo; 
Associate Professor of Urology, University of 
Buffalo School of Medicine 

and 
PASQUALE A. GRECO, M.D., Buffalo; Instructor 
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in Urology, University of Buffalo School of 
Medicine 


Intermission to View Exhibits 


Resection of Tuberculous Stricture of the 
Left Ureter—A Case Report 


Dona_p D. Coriett, M.D., F.I.C.S., Seattle, 
Washington 


The Role of the Protective Urinary Colloids 
in the Management of Urinary Tract 
Lithiasis 

ARTHUR J. BuTT, M.D., F.A.C.S., F.I.C.S., 
Pensacola, Florida; Director, Butt Medical 
Foundation; Attending Urologist, Baptist, 
Sacred Heart and Escambia General Hospitals 


The Subcostal Incision as an Approach to 
the Kidney Pedicle 


BEN H. BRuNkKow, M.D., F.A.C.S., F.I.C.S., 
Monroe, Wisconsin; Chief, Urology Section, 
St. Clare Hospital 
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Intravenous Urography During Renal Colic 
James F. McCaney, M.D., D.A.B., F.I.C.S., 
Philadelphia; Urologist, St. Mary’s and Naza- 
reth Hospitals 


Vesical Neck Obstruction in the Female 


CHARLES PIERRE MaTHE, M.D., F.A.C.S., 
F.1.C.S., San Francisco; Urologist in Chief, 
St. Mary’s Hospital 


Urological Complications of Gynecological 
Operations 
OswaLp S. LowsLey, M.D., F.A.C.S., F.I.C.S., 
New York; Consultant in Urology, James 
Buchanan Brady Foundation, New York Hos- 
pital 

and 
JOSEPH VILLIPIANO, M.D., A.I.C.S., Asbury 
Park, New Jersey 

and 
ANTONIO RUEDA, M.D., New York 


Intermission to View Exhibits 


AFTERNOON SESSION 
Le Perroquet Suite, The Waldorf-Astoria 


NINTH INTERNATIONAL CONGRESS, 1954 


The More Common Anomalies of the Bladder 
and Lower Urinary Tract 


LOWRAIN E. McCrea, M.D., F.A.C.S., F.I.C.S., 
Philadelphia; Clinical Professor of Urology. 
Temple University School of Medicine; At- 
tending Urologist, Philadelphia General Hospi- 
tal and Chester County Hospital 


Problems Relative to the Double Upper Urin- 
ary Tract 

JOHN H. DOUGHERTY, M.D., F.A.C.S., F.I.C.S., 
Knoxville, Tennessee; Surgical Staff, Knox- 
ville General and Oak Ridge Hospitals; and 
Veterans Hospital, Mountain Home, Tennessee 


A Large Series of Extremely Interesting 
Cases Involving the Ureter and Pelvis of the 
Kidney 

NORVELL O. BRINK, M.D., F.A.C.S., F.I.C.S., 
Bismarck, North Dakota; Attending Urologist, 
Bismarck and St. Alexius Hospitals 


BUSINESS MEETING 


Under the Sponsorship of the Brazilian Government 


The House of Delegates of the International Col- 
lege of Surgeons on May 9, 1952, in Madrid, Spain, 
decided that the City of Sao Paulo would be the meet- 
ing place of the next International Congress, approv- 
ing the suggestion of His Excellency the Governor of 
the State, Professor Dr. Lucas Nogueira Garcez. 
Brazilian members of the Board of Trustees were ap- 
pointed to the commission organizing the Congress, 
under the direction of Professor Dr. Carlos Gama, 
Vice-President of the International College and Sec- 


retary General for South America. 


THE NINTH INTERNATIONAL CONGRESS 


WILL BE HELD FROM APRIL 26 to MAY 2, 1954 


The official topics are (1) experience with social- 
ized medicine in different countries, (2) new uses of 
radiology with contrast media in the various surgi- 
cal specialties, and (3) experience with antibiotics 


in all branches of surgery. 
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Wednesday, September 16, 1953 


Section on Occupational Surgery 


LUNCHEON 
Jansen Blue Room, The Waldorf-Astoria 


ADDRESS: The Surgery of Trauma 


HENRY RITTER, M.D., F.A.C.S., New York; 
Consultant Surgeon, University Hospital, New 
York University Bellevue Medical Center 


AFTERNOON SESSION 


Jansen Salon, The Waldorf-Astoria 


The Principles of Industrial Medical Depart- 
ment Layout With Special Reference to Sur- 


gery 
WILLIAM FULTON, M.D.. Detroit. Michigan 


Discussion 


Primary Inguinal Hernioplasty 


Louis T. PALUMBO, M.D., F.A.C.S., F.I.C.S., 
Des Moines, Iowa; Assistant Clinical Professor 
of Surgery, State University of Iowa College 
of Medicine; Chief, Surgical Service, Veterans 
Administration Hospital : 


Discussion 


Intermission to View Exhibits 


Newer Concepts of the Treatment of Com- 
pression Fractures of the Spine 

HARVEY NELSON, M.D., F.A.C.S., Minneapolis, 
Minnesota; Attending Surgeon, Northwestern 
and Asbury Methodist Hospitals: Chief Sur- 
geon, Soo Line Railroad 


Discussion 


End Results of “Disc” Operations in Indus- 
try 

HAROLD C. Voris, M.D., F.A.C.S., F.1.C.S., Chi- 
cago; Clinical Professor of Surgery (Neuro- 
logic) Loyola University Stritch School of 
Medicine; Senior Surgeon (Neurologic) Mer- 
cy Hospital 


Discussion 


Thursday, September 17, 1953 


Coloproctology Section 


MORNING SESSION 
Jansen Salon, The Waldorf-Astoria 
Presiding: HARRY E. BACON, M.D., F.A.C.S., F.I.C.S., Philadelphia 


Secretaries: PORFIRIO RECIO, M.D., F.I.C.S., Manila 
CHAKR STHOLASUTA, M.D., F.I.C.S., Thailand 


Endometrioma of the Large Bowel 

CURTICE Rosser, M.D., F.A.C.S., F.I.C.S., Dal- 
las; Professor and Head of the Department of 
Proctology, Southwestern Medical School, Uni- 
versity of Texas 


The Surgical Treatment of Hemorrhoids 


Louis E. MOON, M.D., F.A.CS., F.I.C.S., 
Omaha, Nebraska; Professor and Head of the 
Department of Proctology, Creighton Univer- 
sity School of Medicine 
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Surgical Treatment of Chronic Ulcerative 
Colitis 

HyruM R. REICHMAN, M.D., F.A.C.S., F.I.C.S., 
Salt Lake City; Professor of Proctology, Uni- 
versity of Utah School of Medicine 


Tuberculosis of the Large Bowel 


CLEMENT L. MARTIN, M.D., F.A.C.S., F.I.C.S., 
Chicago; Professor of Proctology, Loyola Uni- 
versity, Stritch School of Medicine; Senior 
Proctologist, Mercy Hospital 


Management of Anal Incontinence 


WALTER S. FANSLER, M.D., F.A.C.S., Minne- 
apolis; Chief of Division of Proctology and 
Clinical Professor of Surgery, University of 
Minnesota Medical School 


Intermission to View Exhibits 
PANEL DISCUSSION: Morning Papers 


Moderator: 


CLIFFORD E. HARDWICK, M.D., F.A.C.S., 
F.I.C.S., Portland, Oregon; Associate Pro- 
fessor of Surgery, Head of Section of Rectal 
and Colonic Surgery, University of Oregon 
Medical School 


LUNCHEON 
Jansen Blue Room, The Waldorf-Astoria 


AFTERNOON SESSION 
Jansen Salon, The Waldorf-Astoria 
Presiding: CURTICE ROsSER, M.D., F.A.C.S., F.I.C.S., Dallas, 


Texas 


Secretary: FRANK H. Murray, M.D., F.A.C.S., F.I.C.S., 


Philadelphia 


Pruritus Ani 

GEORGE H. THIELE, M.D., F.A.CS., F.I.CS., 
Kansas City, Missouri; Head, Division of Rec- 
tal and Colonic Surgery, Kansas City General 
Hospital 


Surgical Treatment of Diverticulitis 
ROBERT J. ROWE, M.D., D.A.B., Dallas; Clinical 


Professor of Proctology, Southwestern Medi- 
cal School of the University of Texas 


Anorectal Fistula 

Stuart T. Ross, M.D., F.A.C.S., F.I.C.S., 
Hempstead, New York; Lecturer in Proctol- 
ogy, New York Polyclinic Medical School and 
Hospital 


Adenomatous Polyps and their Management 


LESTER KNAPP, M.D., F.A.C.S., Buffalo; As- 
sistant Professor of Proctology, University of 
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Buffalo School of Medicine 


The Importance of Inferior Mesenteric Liga- 
tion at the Aortic Origin in the Treatment of 
Cancer of the Lower Bowel 

Harry E. BACON, M.D., F.A.C\S., F.I.C.S., 
Philadelphia; Professor and Head of Depart- 
ment of Proctology, Temple University School 
of Medicine 

and 


Howarp D. TrimpPl, M.D., F.A.C.S., Philadel- 
phia; Instructor in Proctology, Temple Uni- 
versity School of Medicine 


PANEL DISCUSSION: Afternoon Papers 


Moderator: 
Hoyt R. ALLEN, M.D., D.A.B., F.I.C.S., 


Little Rock; Professor of Proctology, Uni- 
versity of Arkansas School of Medicine 
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SCIENTIFIC MOTION PICTURE PROGRAM 


Tuesday and Thursday 


SEPTEMBER 15 AND 17, 1953 
West Foyer, The Waldorf-Astoria 


Chairman: PHILIP THOREK, M.D., F.A.C.S., F.I.C.S., CHICAGO 
Co-Chairman: JEROME J. MOSES, M.D., F.A.C.S., F.I.C.S., CHICAGO 


The films will be shown continuously from 9:00 A.M. through the 
lunch hour to 4:00 P.M. Each film will be shown twice during this 
period at a definite period of time in the morning on Tuesday and 
the afternoon on Thursday, and alternately for the films shown in 
the afternoon on Thursday. 


Orbital Recession Operation for Malignant Exophthalmos. .. . 
HowarD C. NAFFZIGER 


The Krélein Operation ALGERNON B. REESE 


Dissection in Continuity for Carcinoma of Tongue and Floor 
of Mouth HANS VON LEDEN 


Carcinoma of the Thyroid R. LEE CLARK, JR. 
Segmental Pulmonary Resection RICHARD H. OVERHOLT 
Patent Ductus Arteriosus GrEorGE H. HUMPHREYS, II 
Coarctation of the Aorta JOHN C. JONES 


Breast Carcinoma and the Problems of Early Diagnosis 
AMERICAN CANCER SOCIETY 


Reconstruction of the Esophagus by Jejunal Transplant 
Ross ROBERTSON AND T. R. SARJEANT 


Portacaval Shunt JOHN P. HEANEY 


Operative Cholangiography 
N. FREDERICK HICKEN AND A. J. MCALLISTER 


Anterior Resection of Rectosigmoid with Primary Anastomosis 
G. V. BRINDLEY 


Surgical Repair of Complete Uterine Prolapse. . EDWARD ALLEN 


Reconstruction of the Lower End of the Femur with the Use of 
an Acrylic Prosthesis. . DANIEL LEVINTHAL AND GEORGE KRAFT 


Lumbosacral Spinal Fusion with Metallic Plate Fixation 
C. D. WILSON AND R. L. STRAUB 
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Tuesday, September 15, 1953 


Sessions For 


Operating Room Nurses 


In Cooperation with the New York Association of Operating 
Room Nurses 
(Surgeons Cordially Invited) 


Registration for Nurses: All day Monday, and Tuesday beginning 


at 8:30 a.m.—No Charge 


MORNING SESSION 


Empire Room, The Waldorf-Astoria 


Presiding: EpItH DEE HALL, R.N., New York; President, 
New York Association of Operating Room Nurses 


Opening Address 

MAX THOREK, M.D., F.B.C.S., F.1.C.S., Chica- 
go; Founder and International Secretary Gen- 
eral, International College of Surgeons 


PANEL DISCUSSION: Planned Clinical In- 
struction for Nurses in the Operating Room 
Moderator: 

MARY MULLENS, R.N., New York; Assistant 
Director, Division of Nursing, Department of 
Hospitals, New York 


Participants: 
Curriculum 
GRACE MARR, R.N., New York; Assistant 
Secretary, Inter-group Activities, American 
Nurses Association 


Educational Aspects in General 
GLADYs Scott, R.N., New York; Assistant 


AFTERNOON SESSION 


Empire Room, The Waldorf-Astoria 


Director, Nursing Education, Beth-Israel 
Hospital School of Nursing 


Viewpoint of Surgeon 

Mason Cooper, M.D., Montreal, Quebec, 
Canada; Lecturer on Surgery, Royal Vic- 
toria Hospital 


Viewpoint of Operating Room Supervisor 
EDITH MuRPHY FALLON, R.N., New York; 
formerly Operating Room Supervisor, New 
York University Hospital 


Viewpoint of Operating Room Instructor 
Mrs. MAZERALL, R.N., Winnipeg, Manitoba, 
Canada; Instructor in Operating Room Prin- 
ciples, Winnipeg General Hospital 


Lecture on Standardization 
By a representative of Ethicon Suture Labor- 
atories, Inc. 


Presiding: EDITH DEE HALL, New York 


Corneal Graft—Film and Lecture 

R. TOWNLEY PATON, M.D., F.A.C.S., New 
York; Clinical Professor, New York Univer- 
sity Medical College; Surgeon Director, Man- 
hattan Eye, Ear and Throat Hospital; and 
Director, Corneal Research Laboratory 


Background and Function of the Eye Bank 
Mrs. AIDA DE ACOSTA BRECKINRIDGE, H.L.D. 
(Hon.), New York; Executive Director, Eye 
Bank for Sight Restoration; Member of Board 


of Directors of the Manhattan Eye, Ear and 
Throat Hospital 


Intermission to View Exhibits 


Cardiac Surgery—Experimental Use of an 
Artificial Heart—Film and Lecture 

A. KANTROWITZ, M.D., New York; Adjunct 
Surgeon, Montefiore Hospital; Assistant Sur- 
geon for Cardiovascular Surgery, Morrisania 
Hospital; Instructor in Surgery, New York 
Medical College 
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MORNING SESSION 


Empire Room, The Waldorf-Astoria 


Presiding: Eptth} DEE HALL, New York 


Greetings from the Canadian Section 


H. AppLeBy, M.D,. F.R.C.S. (Eng. and 
Can.), F.A.C.S., F.1.C.S., Vancouver; Past 
President, Canadian Section 


PANEL DISCUSSION — Sterilization and 
Aseptic Technique 

Moderator: 

Mason Cooper, M.D., Montreal 


AFTERNOON SESSION 
Empire Room, The Waldorf-Astoria 


Presiding: EpIth DEE HALL, New York 


Greetings from the United States Section 


WILLIAM R. LOVELACE, M.D., D.A.B., F.I.C.S., 
Albuquerque, New Mexico; President, United 
States Section, International College of Sur- 
geons 


Pre and Postoperative Emotional Attitudes 
in Surgical Patients 


WALTER D. Woopwarp, M.D., New York; In- 
structor in Psychiatry and in Public Health 
and Preventive Medicine, Cornell University 
Medical College; Psychiatrist to Outpatients, 
Payne Whitney Clinic, New York Hospital; 
Psychiatric Consultant, American Cyanamid 
Company 


FILM PRESENTATION: The Care and Han- 

dling of Sutures 
This is a new film, directed by Edythe L. Alex- 
ander, Associate Director of Nursing Service, 
Roosevelt Hospital, New York, and is intended 
as an aid for the clinical instructor in teaching 
the subject of sutures to student nurses and 
technical attendants. The author establishes 
the relationships and responsibilities of the 
health team and operating room team to the 
individual patient. The duties of team mem- 
bers are briefly discussed and methods for in- 
creasing their efficiency are brought out. This 
film also is helpful in on-the-job training in 
work simplification in relation to the prepara- 
tion, handling and use of suture materials in 
common use today. 


Work Simplification Discussion 
Participants to be announced 


Thursday, September 17, 1953 
MORNING SESSION 
Le Perroquet Suite, The Waldorf-Astoria 
Presiding: EDITH DEE HALL, New York 


PROBLEM CLINIC with audience participa- 
tion 
Moderator: 


MARGARET C. GIFFIN, New York; Assistant 
Director of Hospital Nursing, National 
League for Nursing, Ine. 


Participants: 


Viewpoint of Surgeon 


MASON CooPer, M.D., Montreal, 
Canada 


Quebec, 


Viewpoint of Anesthesiologist 


VINCENT J. COLLINS, M.Sc., M.D., D.A.B., 
New York; Director, Department of Anes- 
thesia, St. Vincent’s Hospital 
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Viewpoint of Director of Nurses Speakers to be announced 


HELEN SIDER, New York; Director of 
Nurses, Willard Parker Hospital 


Announcements and Closing of Sessions 
LAURA G. JACKSON, Chicago; Coordinator of 
Viewpoint of Operating Room Supervisor Programs and Public Relations, International 
SISTER MAGDALEN RosalrE, R.N., New York; College of Surgeons 


Head of Department—Operating Rooms, St. 

Vincent's Hospital of the City of New York SAVE THE REST OF THE DAY FOR A 
BOAT RIDE AROUND MANHATTAN IS- 

Viewpoints of Central Supply Supervisor LAND TO BE ARRANGED BY DAVIS & 

and Expert on Technique and Sterilization ©§GECK—Details will be announced later. 


LADIES’ ENTERTAINMENT PROGRAM FOR NEW YORK 
SEPTEMBER 14-18 


MONDAY MORNING, SEPTEMBER 14— 
Boat Cruise around Manhattan Island 


MONDAY AFTERNOON— 
Welcoming Tea in the Empire Room of the Waldorf- 
Astoria, Mrs. Fred H. Albee, Hostess 


TUESDAY MORNING, SEPTEMBER 15— 
Tour of the United Nations’ Buildings 


TUESDAY AFTERNOON— 
Bus Tour of New York City 


WEDNESDAY MORNING, SEPTEMBER 16— 
Breakfast at Altman’s, followed by a lecture “The White 
House Story” by Mr. Charles Haight 


WEDNESDAY AFTERNOON— 
Free for Matinees 


WEDNESDAY EVENING— 
Banquet 


THURSDAY MORNING, SEPTEMBER 17— 
Business meeting of the Woman’s Auxiliary at 11 o’clock 


.THURSDAY NOON— 
Luncheon and style show in the Empire Room of the 
Waldorf-Astoria 


THURSDAY EVENING— 
Convocation 
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SECOND CONGRESS OF THE BRAZILIAN SECTION 
AND 


FIRST PANAMERICAN CONGRESS 
OF THE 


INTERNATIONAL COLLEGE OF SURGEONS 
TO BE HELD IN CURITIBA, STATE OF PARANA 


OCTOBER 5 TO 9, 1953 


OFFICIAL THEMES 
1. Death During Anesthesia 


2. Thoracotomy: Indications and Contraindications 
Jorge A. Taiana, Buenos Aires, Argentina 


Francisco Augusto Pinto, Rio de Janeiro, Brazil 


Subthemes 


Exploration of Hepatic Functions; Preoperative Cholangiography — Acute Cholecystitis; 
Cholecystectomy; Cholecystostomy; Cholecystendysis; Choledochotomy; Biliary-Intestinal 
Anastomosis; Hepatitis; Drainage in Biliary Surgery; Postoperative Obstruction of the 
Common Duct, ete. 


Other papers of general interest will be presented by speakers from all Brazilian Regional 
enone and from all North and South American Sections of the International College of 
urgeons. 


Official Languages: Portugese, Spanish, English and French 


Honorary Committee Executive Committee 


Honorary President, 
Dr. Bento Munhoz Da Roch ,G f th CURITIBA REGIONAL: 
. Prof. Dr. Mario Braga de Abreu 


State of P 
sia ullant-yeaia Prof. Dr. Joao Vieira De Alencar 
Honorary Members Dr. Dagoberto Pusch 


President of the First Centenary Festivities of BRAZILIAN SECTION: 
the State of Parana 

Rector of the University of Parana Dr Max aC 

Director of the Medical School Dr. Euri Bra . Ribe —— 

Secretary of the State Board of Health 

Delegations from the following countries will 

President of the International College of Surgeons eeeperet 

Founder and General Secretary of the United States — Canada — Mexico — Costa Rica 
International College of Surgeons — Venezuela — Bolivia — Peru — Honduras — 

Secretary of the International College of Surgeons Nicaragua — Haiti — Argentina — Colombia — 
for South America Chile— Paraguay — Uruguay— Brazil and others. 


Surgeons who are nonmembers of the International College of Surgeons are invited to attend 


INFORMATION 
Correspondence should be addressed to 
BRAZILIAN SECTION OF THE INTERNATIONAL COLLEGE OF SURGEONS 
Rua Cesario Motta, 112—Prédio Conde de Lara—Sao Paulo—Brazil 
or 
INTERNATIONAL SECRETARIAT 
INTERNATIONAL COLLEGE OF SURGEONS 
1516-24 Lake Shore Drive, Chicago 10, Illinois 
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3. Surgery of the Biliary Ducts......... . . 


[X° Congresso 
Colégio Internacional de Cirurgidoes 


Aviso Aos Membros do Coleégio 


A Comisso organizadora do IX Congresso do C.I.C. a realizar-se em Sao Paulo, 
Brasil, em 1954, por meio déste faz saber a todos os interessados que é inteiramente 
inconveniente antecipar a data de 26 de abril-2 de maio, 1954, marcada para a sua 
realizacaéo, para a de fevereiro ou margo de 1954, conforme solicitagdo de varios ele- 
mentos do grupo norte-americano. 

O IX Congresso do C.I.C. esta sendo planejado para ser uma das mais briliantes 
comemoracoes culturais do grupo dos festejos do IV Centenario de Sao Paulo, devendo 
atrair a capital do Estado de Sao Paulo cerca de 2.500 Congressistas. 

O Governo de Sao Paulo, empenhado em que os festejos do IV Centenario constituam 
oportunidade para que nossos ilustres visitantes fiquem con- 
fortavelmente instalados, e possam ter a mais agradavel per- 
manencia em nossa capital, esta estimulando a construcao de 
3 novos hotéis, que serao inaugurados justamente em abril de 
1954. 

Assim, pois, em fevereiro ou margo, 1954, a situagao para 
hospedagem em Sao Paulo para um grande grupo de Congres- 
sistas, é identica a atual, isto é, dificil e deficiente, 
sendo necessdrio espalhar os Congressistas em mui- 
tos pequenos hotéis, e sendo maior o grupo, alguns 
necessitando instalar-se em hotéis que naio possuem 
condicées minimas de conforto. 

Por outro lado, o Governo de Sao Paulo esta provi- 
denciando para o ano de 1954 grandes empreendi- 
mentos, que tornarao o turismo ao nosso Estado 
muito mais agradavel; assim, a segunda pista da 
aoto-estrada Sao Paulo-Santos, que abreviara a 
viagem, tornando o passeio mais seguro e agradavel. 

Assim também, a instalagéo de uma Feira Inter- 
nacional de A mostras, no Parque lbirapuera, que 
permitira aos visitantes apreciar o desenvolvimento 
da industria de todas as partes do mundo. 

Assim também o governo de Sao Paulo esta fa- 
zendo apressar as obras da cidade Universitaria, em 
Butanta, e outras obras grandiosas, nas quais varios 
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grande s saldes de conferencias serao feitos, para permitir lugares 
adequados a reunides de grandes Assembléas. 

Finalmente, a Comissao organizadora do IX Congresso do Colégio 
Internacional de Cirurgides, desejando dar aos visitante uma opor- 
tunidade excepcional para verem floridas numerosas espécies brasi- 
leiras, entrou en entendimentos com sociedades de colecionadores de 
orquideas, como o Circulo Paulista de Orquid6filos, para que eles desde 
ja preparem suas plantas para florirem justamente em Abril, 1954. 

A Comissao organizadora do IX Congresso, lastimando nao poder atender ao pedido 
do simatico grupo de congressistas norte-americanos, pelos motivos acima expostos, 
espera ter o prazer de recebé-los em So Paulo, cordialmente, em abril de 1954, dese- 
jando desde ja que tenham os mesmos no Brasil uma estadia agradavel, ao mesmo 
tempo que realizando um Congresso social e cientifico digno das credenciais do C.I.C. 

Os temas oficiais escolhidos foram os seguintes: 
1) Experiencias com a Socializacéo da Medicina nos diversos paises. 
2) Novas aquisicées da Radiologia com contrastes nas varias especialidades cirurgi- 
cas): a) Neuro-Cirurgia b) Sistema cardio-vascular c) Endocrinologia d) Aparelho 
respiratério e) Aparelho Urinario f) Tubo digestivo g) Ortopedia h) Ginecologia. 
3) Experiencia com o uso de antibioticos em todos os ramos da cirurgia: a) Neuro- 
Cirurgia b) Sistema cardio-vascular c) Aparelho respiratério d) Aparelho Urinario 
e) Tubo digestivo f) Ortopedia g) Ginecologia. 

Ulteriormente, depois de esolhidos os relatores para os temas oficiais, e eleitos os 


convidados de honra, novos avisos serao feitos por intermédio do Journal, a todos os 
interessados. 

Todos os que desejarem participar do IX Congresso Internacional em Sféo Paulo, em 
abril de 1954, queiram com antecedencia escrever para 0. 


Prof. Dr. Carlos Gama. 
Praca Ramos Azevedo, 209-70, andar 
Sao Paulo, Brasil. 


Organizing Commission 


Carlos Gama Fernando Luz Filho 

José Avelino Chaves Benjamin Rocha Sales 
Oscar Cintra Gordinho Elpidio V. Cannabrava 
Eurico Branco Ribeiro Pedro Falcao 

Rodolpho de Freitas Membros Brasileiros do 
A. C. Vicente Azevedo “Board of Trustees” 
Emanual Marques Porto J. M. Cabello Campos 
Lucas M. Machado Tesoureiro do 

José Médicis Capitulo Brasileiro 
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HOTEL RATES 


1953 CONGRESS OF THE UNITED STATES AND CANADIAN SECTIONS 
OF THE INTERNATIONAL COLLEGE OF SURGEONS. 


SEPTEMBER 13-17, 1953 WALDORF-ASTORIA HOTEL NEW YORK CITY 


Double Twin Two-room 


Single 
Bedrooms Bedrooms Parlor Suites 


Bedrooms 


Hotel 


$10.00-15.00 $10.00-15.00 $15.00-28.00 


$6.00-11.00 


14.00-18.00 


8.00-14.00 8.00-14.00 


6.00-11.00 


7.00-12.50 7.00-12.50 10.00-16.00 


6.00- 8.00 
First Ave. & 49th St. 


BILTMORE ........................... 10.00-16.00 
Madison Ave. & 43rd St. 


13.00-15.00 15.00-19.00 24.00-37.00 


14.00-16.00 23.00-27.50 


Vanderbilt Ave. & 48th St. 


18.00-30.00 


7.00- 9.50 10.50-12.00 12.00-14.00 


Lexington Ave. & 42nd St. 


6.50- 8.50 
Lexington Ave. & 47th St. 


6.50-13.00 
Madison Ave. & 45th St. 


WALDORF-ASTORIA ........ Two Room Parlor Suites only are available. 28.00-47.00 
Park Ave. & 59th St. 


9.25-11.25 9.25-11.25 16.00-20.00 


14.50-18.00 28.50-33.50 


12.50-17.00 


Rates subject to 5% New York City tex on hotel rooms. 


International College of Surgeons, 
United States Section 

Att: Mr. Joseph J. Boris, Congress Manager 
United Nations Plaza, 345 East 46th Street, 
New York 17, N. Y. 


I plan to attend the Congress and wish to register. 


First Choice 


Second Choice 
Third Choice 


(Please designate Hotels from above list) 
MAIL RESERVATION BLANK TO: 


(NEW WESTON 
| 34 East 59th St. 
‘SHELTON 
| Lexington Ave. & 49th St. 
| 
| 
COMMODORE 
XVII 
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